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Summary:
The findings and conclusions of this study were derived from a sample often health 
visitors who described how they identified and managed postnatal depression. 
Participants described postnatal depression as an absence or limitation of psychosocial 
health and they expressed their commitment to support mothers with postnatal 
depression.
Aspects of postnatal depression, which caused health visitor participants most 
concern, were multifactorial. Participants attempted to adopt a holistic approach to 
care, and they gave attention to how postnatal depression could be described, and 
identified, its contributory factors, and how the effects of postnatal depression could 
be managed using a counselling approach.
It was concluded that the use of a tool to detect postnatal depression should be 
combined with the use of counselling and a model of nursing diagnosis to determine 
caring interventions. It was observed that use of such a model can be enhanced by 
health visitors reflecting on practice through shared learning, supervision, and 
development in counselling and managerial skills. Combined, these factors can 
empower mothers to deal with postnatal depression.
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HEALTH VISITOR’S MANAGEMENT OF POSTNATAL DEPRESSION 
WITHIN COMMUNITY PRACTICE
ABSTRACT
A concern over the psychosocial implications of postnatal depression and a desire to 
contribute to the resolution of the problem were the motivation for this study. The 
study is informed by the philosophy of counselling psychology which is an applied 
area of psychology in which the objective is to help people to live more effective and 
fulfilled lives. It is distinguished from psychiatry, clinical psychology and educational 
psychology by its emphasis on well-being and self actualisation, rather than sickness, 
severe disturbance and maladjustment. This qualitative study is designed to elicit 
information about health visitor’s perceptions of postnatal depression and whether 
their views influence the levels of care offered to mothers. It is hoped that a more 
comprehensive view can be obtained of how health visitors detect and perceive 
postnatal depression and provide support for mothers. Previous published studies of 
postnatal depression have focused on the mother’s perceptions of the service, which 
they receive, (Cox et al, 1987; Elliott, 1989; Holden, 1989 and Gerrard, 1993). This 
study is different in that it seeks to ascertain health visitor’s views about the means of 
identifying and managing postnatal depression. Using a qualitative methodology the 
study sought the views of a sample of thirteen health visitors who had practised for 
two years or more. This length of experience ensured that they possessed sufficient 
experience of helping mothers with postnatal depression. The study adopted a 
descriptive survey methodology to gather data using semi-structured, tape-recorded 
interviews with a group of health visitors. Tape recordings were transcribed and 
phenomenological data reduction and content analysis used to identify key themes,
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which emerged from health visitor’s reports. Thus conclusions could be drawn about 
issues related to the detection and management o f postnatal depression. The condition 
o f postnatal depression will be outlined within the context o f “health”. Findings o f the 
study show which aspects of postnatal depression cause health visitors most concern, 
health visitor’s attitudes towards dealing with postnatal depression, and the necessary 
development and training required to improve health visitor’s working practices in 
respect o f postnatal mothers.
Key Subjects o f This Study
Health Visitors
Health Care Management Counselling Psychology
Mothers with postnatal depression
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CHAPTER ONE
INTRODUCTION
More women come into contact with the health services during maternity care, than at 
any other single time in their lives. Consequently primary health care workers such as 
health visitors, midwives and general practitioners (GP’s) are well placed to promote 
health and prevent psychological problems, (Clement and Elliott, 1999). Primary 
health care developments have escalated following the issue of the Government White 
Paper (The New NHS Modem Dependable, DOH, 1997), which outlined a plan to 
replace the internal market philosophy of health care, with a service based upon 
integrated care in which quality and accountability in health care delivery, are of 
primary importance. Since that time the Government Green Paper ‘Our Healthier 
Nation, (DOH, 1998) has outlined the agenda for achieving key targets and quality 
mechanisms in areas such as Public Health, (Cook, 1999). Overall, the Department of 
Health has outlined an agenda for change which emphasises the need for a modem 
evidence-based primary led health care service in which health promotion is one of 
the five key strategies.
Concepts of health encompass complex ideas about what it means to be healthy and 
conversely, how illness and disease should be interpreted. These definitions are 
grounded in the original definition of the World Health Organisation -WHO (1946), 
which identifies health in terms of physical, mental and emotional well-being, (Ewles 
and Simnett, 1999).
3
A more recent definition of health given by the WHO states that health is “the extent 
to which an individual or group is able on the one hand to realise aspirations and 
satisfy needs; on the other hand to change or cope with the environment Health is 
therefore a resource for everyday life, not the objective of living. It is a positive 
concept emphasising social and personal resources, as well as physical capacities ”, 
(World Health Organisation, WHO, 1984). In contrast to the scientific medical model 
of health, which defines health in terms of absence of disease, this social model views 
health and illness in terms of determinants of health, which are governed by political, 
social and individual action, (Seedhouse, 1985 and Blaxter, 1990).
The origins of health promotion are grounded within the World Health Organisation 
(WHO) Alma Ata Declaration, WHO (1978) and the Ottowa Charter, WHO, (1986). 
In the latter, the vision of achieving health for all by the year 2000 was conceived, 
(Tones, 2001). Approaches to health promotion incorporate a range of activities 
including health education, lifestyle issues, preventative approaches as well as 
environmental, legal and public policies, all designed to advance health, (Tones, 
2001).
Health promotion appears to have exerted a beneficial influence over women’s lives, 
because since 1952, maternal mortality in the United Kingdom (UK) has significantly 
declined in response to improvements in women’s health, health education, improved 
lifestyles and improvements in maternity care, (Hirst and Eisner, 1999). However 
changes in maternal morbidity are difficult to measure in terms of their incidence, as 
women may experience a wide variety of physical and psychological distress, during 
or after pregnancy and childbirth. According to Glazener et al (1990), the incidence of 
maternal morbidity is much higher than is reported, (Hirst and Eisner 1999). Postnatal 
depression, PND is only one example of maternal morbidity, but it is a complex
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psychological condition and a specific disorder. It equates with the syndrome of 
depression defined in psychiatric diagnostic protocols, outlined in the International 
Classification of Diseases, (ICD 10) and also the Diagnostic and Statistical Manual of 
Mental Disorders (DSM -  IV) codes, put forward by the American Psychiatric 
Association, (Clement and Elliott, 1999).
Postnatal depression is recognised as a non-psychotic condition, which incorporates 
elements of diagnosed depression and a depressed mood, either of which cause high 
levels of distress for women, resulting in a debilitating experience. Recognition of 
postnatal depression depends upon each mother’s disclosure of feelings of depression, 
or low mood, and also health professionals’ ability to identify the condition. 
Identification of the condition is usually accomplished through the use of the 
Edinburgh Postnatal Depression Scale (EPDS) which is a ten point self-rating 
questionnaire developed by Cox and other psychiatrists in 1987, to detect the low 
mood associated with postnatal depression which could be detrimental to the mother 
and baby, and the family. The EPDS is therefore used by primary health care 
professionals such as health visitors, to identify the signs and symptoms of postnatal 
depression, and as a means to improve care. Thus care can be focused on client need 
and provided in a way which is mutually satisfying for mothers and carers, (Maresh, 
1999).
RELEVANCE OF THE STUDY
It has been identified that there are approximately 600,000 births per annum in the 
United Kingdom The incidence of postnatal depression is approximately 10% to 
20%, of that total, which means that 60,000 to 120,000 families could be adversely 
affected by the condition, (Ball, 1994).
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In an examination of perinatal and mental health services the executive summary of 
the Government White Paper, A Handbook on Perinatal Maternal Mental Health 
Services, DOH, (1996), identified that 10% of all postnatal women studied, displayed 
the international criteria for depressive illness in the postnatal period. Between 3% 
and 5% met the criteria for moderate to severe depression and 4% of every 1000 
women delivered, suffered from puerperal psychosis, a severe depressive form of 
postnatal depression which may occur suddenly. In the extreme form of the illness the 
individual’s mood may swing between the opposite poles of depression and mania. 
Prospective psychiatric studies suggest that the rate of referral to the psychiatric 
services following childbirth has undergone a five-fold increase, as compared to other 
psychiatric referrals of men and women who are of reproductive age. It has also been 
shown that the incidence of psychiatric illness following childbirth may be much 
greater than statistics from psychiatric hospitals indicate, because in a large numbers 
of cases mothers are cared for at home and their illness is never recorded, (DOH, 
1996). These same psychiatric studies highlight that without treatment approximately 
30% of patients are likely to be still depressed one year after delivery and 10% may 
remain depressed two years after delivery, (DOH, 1996). Prolonged postnatal 
depression is believed to affect the mother infant relationship and also the emotional 
state of the infant, (DOH, 1996). Factors such as interruption of social attachment and 
cognitive development of the child may have a long lasting effect, and children may 
continue to be affected even after the mother has recovered from her mental illness. 
Additionally serious mental illness has been associated with non-accidental injury to 
children, although less severe forms of depression and anxiety account for 
approximately 50% of other non-accidental injuries, (DOH 1996).
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The combination of postnatal depression, maternal youthfulness and social adversity 
may lead to a breakdown of parenting (DOH, 1996). In a wider context, chronic and 
recurrent maternal mental health disorder, combined with poor parenting may result in 
the possibility of children being taken into care by the state, thus in the long term such 
children may suffer from emotional, behavioural and psychiatric disorders, neglect 
and social abuse, (DOH, 1996). Gilbert (1992) cites studies by Gordon et al (1989) 
Gotlib et al (1990) Gelfand & Teti (1990), which highlight the serious effects of 
growing up with a depressed mother. Reference is also made to studies done by Gotlib 
et al (1990); Wrate et al (1985), Gelfand et al (1990) and Coghill et al (1996), which 
indicate that children of postnatally depressed mothers show signs of disturbance in 
their behaviour. It is concluded that postnatal depression has a deleterious effect on a 
child’s cognitive development, (Gilbert, 1992). According to Coghill (1986) and 
Murray (1988) postnatal depression will have negative effects on the interpersonal, 
emotional and cognitive development of infants, (Ball, 1994). These findings raise the 
question of whether postnatal depression can or should be prevented from occurring. 
Studies which led to the Early Childhood Development Programme carried out by 
Barker et al (1988) at Bristol University, suggested that a more structured and 
empowering method of health visiting could help to improve maternal esteem, the 
home environment and the development of young children. Subsequent research has 
shown that the most significant contribution to children’s development is the mother’s 
positive self esteem, (Community Practitioner, 1998).
Reports have identified the causes of postnatal depression as being multi-factorial, 
thus the severity can be variable and complex, but it certainly affects maternal self­
esteem (DOH, 1996). The condition of postnatal depression can however be 
anticipated and those at risk identified so that effective preventive care can be
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implemented. By identifying the predictors of postnatal depression health visitors 
together with midwives and general practitioners are well placed to provide primary 
and secondary preventative care. Promotive and prophylactic care is only possible 
however, where referrals can be made for specialist consultations and where liaison 
with maternity and other services meets the need of mothers, (DOH, 1996). The 
summary of the Government White Paper, A Handbook on Perinatal Maternal Mental 
Health Services, DOH, 1996), presents the vision that in future, the care of new 
mothers and their infants should be delivered through health alliances between 
primary health care agencies, maternity services, social services, and non-statutory 
services. In order to keep disruption of the family to a minimum it is envisaged that 
service provision should include the use of existing facilities, such as specialist 
mother and baby units, intensive home care services, hospital day care, residential 
assessment and treatment units. Contributions to care should also be made by 
voluntary organisations such as the National Childbirth Trust (NCT) and the 
Association for Postnatal Mental Illness - APMI (DOH, 1996). This paper especially 
emphasised that services to deal with postnatal depression should be accessible and 
needs led and allow the mother and baby to be together even in the presence of a 
postnatal mental disorder, (DOH, 1996). As a result of these recommendations it is 
anticipated that in future services will be more comprehensive, integrated and tiered 
but this may require the implementation of local and national policies, (DOH, 1996). 
Questions have arisen about the adequacy of resources and facilities needed, and the 
government has earmarked the health visiting service as a primary source of service 
input to mothers.
More recent government studies, The Department of Health, National Service 
Framework For Mental Health, (1999) recommends that within primary care, all
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health visitors should undertake specific training to deal with postnatal depression, 
during routine contacts, with postnatal mothers. Additionally assessments and 
management protocols should be developed and implemented across primary care, 
(Adams, 2002).
There is obviously a vision that the health visiting services are of value and they will 
continue to improve the service that they offer to postnatal mothers, (DOH, 1995 and 
DOH, 1998). This study seeks to determine how this might be achieved.
The Health Visiting Service
Historically the health visiting service has its origins in the public health arena of the 
mid 19th century. The remit of the service was to work with mothers in promoting 
mental and moral health and to provide mothers with social support, (Kelly et al, 
1998a). The role has developed to include working with people of all age groups, 
consequently health visitors are considered to be adept at forming alliances with 
statutory and voluntary organisations, (Littlewood, 1995).
The Jameson Report (1956) highlighted the role of the health visitor as an all-purpose 
family visitor with a remit for education and social advice, (Littlewood, 1995).
More recent examination of the future role of health visitors, identify a vision in 
which health visitors play a more prominent role as a public health resource thereby 
further influencing determinants of health, empowerment, prevention and protection 
for families, individuals and communities, (UKCC, 2001).
The training of health visitors is grounded in areas, which include psychology, social 
policy, sociology as well as the theory and practice of health visiting, (Robertson, 
1991). The Council for Education and Training of Health Visitors (CETHV ) 
described the five aspects of the health visitor’s work as: -
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1. The prevention of mental, physical and emotional ill health and its consequences.
2. Early detection of ill health and the surveillance of high-risk groups.
3. Recognition and identification of need and mobilisation of appropriate resources 
when necessary.
4. Health teaching.
5. Provision of care, by health visitors including support during periods of stress and 
advice and guidance in cases of illness as well as in the care and management of 
children.
It further stated that;
“The professional practice o f health visiting consists ofplanned activities, aimed at 
the promotion of health and the prevention of ill health. Consequently the health 
visitor’s role was said to have contributed substantially to individual and social 
well-being by focusing attention at various times on individuals, social groups or 
communities”, (CETHV, 1977, page 8).
Underpinning the process of health visiting activity is a set of four principles 
They are: -
1. The search for health needs
2. The stimulation and awareness of health needs
3. The influence of policies affecting health
4. The facilitation of health enhancing activities
These principles, identified in 1977, have been found to remain pertinent to today’s 
health-visiting practice, (Twinn et al, 1992 and Sheldrake et al, 2000),
Health visitors continue to have a statutory duty to visit mothers and babies and the 
practice of health visiting focuses on prevention and support for those who are
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affected by physical, mental and emotional distress, including those who have 
postnatal depression, (Kelly et al, 1998b).
The concept of health adopted by health visitors has remained in the domain of 
wellness where illness has to be prevented. Thus the role of the health visitor, in the 
prevention of postnatal depression, is to identify predisposing and precipitating factors 
of the condition as well as those, which perpetuate it. Therefore biological, social and 
physiological components of postnatal depression may be relieved in conditions 
where support and help is available, (Symonds and Kelly, 1998).
Several studies show the effectiveness of the health visitor’s role in the prevention of 
postnatal depression (McClarey et al, 1995 and Painter, 1995). Other studies have 
identified that the detection of postnatal depression can be difficult because of general 
feelings of sadness and low mood in the postpartum period. These can be attributed to 
the discomforts of the process and outcome of labour whether the delivery was normal 
or assisted by surgical intervention, (Elliott et al, 1993). Today the care provided by 
health visitors in the postnatal period is influenced by the social context of maternity 
care.
THE SOCIAL CONTEXT OF MATERNITY CARE
Changes in the social context of childbirth over the past 100 years have influenced the 
choices that women have in respect of their reproduction activities and the role 
changes which they experience, when they become mothers. In the mid 19th century 
the average family size was six or more children and 63% of married women had five 
or more live births during their reproductive years. Most pregnancies were unplanned 
due to limited access to contraceptives. By the mid 20th century less than 10% of 
women had more than four births despite an increase in fertility rates. Within that
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period infant mortality had fallen from over 150 per 1000 births, to less than 10 
peri000. Birth rates among manual workers remained 40% higher than non-manual 
groups, but over time, these social class differences have become smaller. Many 
women bom since the First World War have had just one or two children and 9% to 
20% of women have remained childless. The number of live births to women with 
four or more living children has fallen from 8% in 1956 to less than 3% since mid 
1970’s. Between 1870 and 1955 the context of childbearing patterns have been 
influential in the decline in family size. Thus factors, such as the availability of 
effective contraceptives, new opportunities and changing roles, provide women with 
more control over their reproduction more than the influence of marital status, 
employment and availability of legal abortion. Changing patterns of pregnancy and 
birth within and outside of marriage have been influenced by, fertility rates and 
deferred childbearing. The passing of The Family Law Reform Act (1987) removed 
the separate and disadvantageous treatment of children who were bom outside of 
marriage. Thus children were no longer officially labelled as legitimate or illegitimate. 
The use of contraceptives was also more available to both men and women. The 
(1967) Abortion Act removed illegal abortions thereby reducing maternal morbidity, 
however the unacceptably high incidence of unplanned adolescent pregnancies 
continues to require increased health educational input, (Selman et al, 1999). Debates 
about the risks of home births versus hospital deliveries, identify that low risk women 
carry no greater risk if they were delivered in either location. Maternity and paternity 
benefits are means tested according to employment status and social security benefits, 
provided accordingly. Challenges for this century will need to address issues of the 
increasing numbers of assisted contraception, terminations of pregnancy and advances 
in genetic research and accompanying ethical and other issues. It follows that those
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who care for childbearing women will require additional skills to coordinate and 
deliver services, (Selman et al, 1999).
AIMS AND OBJECTIVES OF THE STUDY
In this study I aim to identify how health visitors define and describe postnatal 
depression and whether they use counselling perspectives, to influence their practice. 
Therefore it is planned to determine theoretical frameworks, which could govern the 
management of this distressing condition.
My objectives are: -
1. To identify health visitors perceptions of postnatal depression
2. To identify the methods, which health visitors may use to detect postnatal 
depression
3. To identify the frameworks, which health visitors employ to construct a plan of 
care for mothers with postnatal depression.
4. To determine whether a counselling skills approach can improve care for mothers 
with postnatal depression.
OVERVIEW OF THE STUDY
Chapter one outlines the broad aims and objectives of the study and provides a 
rationale for the purposes of the study
Chapter two outlines the management of postnatal depression through use of 
preventative strategies, such as the Edinburgh Postnatal Depression Scale (EPDS) and 
professional skills, which were developed from educational research and experiences
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of dealing with postnatal depression. The use of counselling skills is also outlined in 
terms of how this might benefit mothers.
Chapter three outlines concepts of management, particularly those relating to a 
health visitor’s work, within a changing National Health Service (NHS). The 
limitations of this study are also discussed.
Chapter Four (The Macro Content) outlines concepts of health, stress and depression 
in relation to the conditions of psychological distress for women in the postnatal 
period. Concepts of the aetiology of postnatal depression in relation to sociological, 
biopsychosocial and psychological domains are considered and the contributions 
which counselling research and psychology can make to relieving this distressing 
condition are discussed. Examples of health visitors work in dealing with postnatal 
depression and associated factors are presented and a summary of how the above- 
mentioned factors impact on mothers with postnatal depression as well as their wider 
community, are included.
Chapter Five outlines the methodology and design of the study, which follows the 
format of a qualitative survey through the use of tape-recorded semi-structured 
interviews, to which phenomenological data analysis was applied.
Chapter Six outlines research findings and analyses their implications 
Chapter Seven discusses the findings in the light of the literature review, and finally, 
Chapter Eight concludes the study and makes recommendations for improving 
health visiting interventions in postnatal depression.
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CHAPTER TWO
CURRENT PERSPECTIVES OF THE MANAGEMENT OF POSTNATAL
DEPRESSION
Detection of Postnatal Depression
In considering the varied research which has been conducted, it seems reasonable to 
suggest that the detection of postnatal depression is dependent on many variables in 
relation to the mother’s perception of herself, and her depression. Additionally the 
skill of the person who makes the assessment is important. Dalton (1996) notes that 
the majority of women suffering from postnatal illness do not even recognise that they 
are ill but rather, believe that they are just leading a lower quality of life because they 
are bogged down by utter exhaustion and the resulting irritability, which accompany 
the responsibilities of caring for a new baby, (Pritchard et al, 1996). Dalton (1971) 
referred to postnatal depression as the “smiling depression” where women who are 
experiencing this condition can sometimes adopt an outward fa<pade of normality 
about the joy of having a child but the smile masks their depressed mood, (Pritchard 
et al, 1996). According to Pritchard et al (1996), only one-third of women suffering 
from postnatal depression seek professional help whereas approximately 50% seek 
non-professional help. This highlights the need for knowledge on the part of the 
helper about the condition and sensitivity, as well as appropriate listening and other 
counselling skills, to provide mothers with the psychological help that they need. 
Because of the characteristic changes, which occur in the postnatal period, such as 
tiredness, stress, weight loss, low libido, and a change in general interests postnatal 
depression, as a separate condition, may go undetected, (Pritchard et al, 1996). On the 
other hand it is possible that the condition is a convenient label for women who are
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finding it difficult to cope with a new role construction. Cox et al (1987) identified the 
general practitioner, (GP) community midwife and the health visitor, as being 
primarily placed to identify those mothers who are experiencing ‘postnatal 
depression’. Dalton, (1996) highlights the role that can also be played by relatives and 
other close confidantes who become aware of the condition and wish to seek help for 
the affected person, (Cox, 1987).
THE EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS) (Appendix 1.1
In order to detect postnatal depression Cox et al (1987) developed the Edinburgh 
Postnatal Depression Scale (EPDS), a ten point self-rating questionnaire, which is 
used as a tool for monitoring the various aspects of postnatal depression. However it 
is not a diagnostic tool, (Cox, 1986). The EPDS has been validated for use by health 
visitors and other agencies including GPs and midwives. It provides a structured way 
of detecting low mood, anhedonia, anxiety, and sleep disturbance, all of which are 1 
associated with postnatal depression, (Gilbert, 1992). Each of the ten items is scored 
on a four-point scale of (0 to 3) therefore the minimum and maximum overall scores 
range between (0 and 30). The scores take into account the intensity of symptoms of 
depression each mother experiences during a seven-day period. A score above the 
threshold of (12 or 13) is judged to be indicative of the presence of a more serious 
depression, (Cox et al, 1993).
It has been suggested that the EPDS should be incorporated into routine health visitor 
practice at the six-week postnatal check and again 3 and 5 months after the birth. If 
mothers score is high, it is necessary to carry out a second interview within two weeks 
of the first, to screen for depression and to make further assessment of the need for 
ongoing input. When a mother is found to have a high score on one or more
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consecutive occasions, this is identified as being indicative of depression. 
Consequently weekly listening visits should be offered. It is recognised that heath 
visitors are well placed to offer such visits, because of their continuing work with 
families at a time when postnatal depression is likely to develop, (Elliott et al, 1993). 
Contributions to care from the GP and the midwife are also of significant value 
because they have knowledge of each woman and her circumstances prior to and 
immediately after, the birth of the baby, (Elliott et al, 1993). Cox (1986) highlights the 
importance of combining the use of the EPDS, with clinical judgement, particularly 
where health professionals have reason to suspect that clinical depression may be 
present. In his view there is also the need to educate the public to recognise the signs 
and symptoms of postnatal depression and to discourage the negative perceptions 
which are sometimes attached to mental illness, (Cox, 1986). The Marce Society 
(1994) identifies factors which are important in the use of the EPDS. These include 
the need to use the questionnaire in circumstances where follow up counselling 
services are available, so that a need for further treatment can be fulfilled. Where a 
more serious depression is identified, it is recommended that a more specialist 
psychiatric service should be made available to mothers. Thus it is the view of this 
society that it is preferable that the EPDS is used in settings where each mother has 
the opportunity to discuss her responses to the questions in a situation where 
confidence and confidentiality can be assured, (The Marce Society, 1994). It is 
possible that some women may view the label of being depressed as 
counterproductive to acquiring help from which they may benefit. Although some 
may feel relieved to talk about their feelings, others may find the process to be 
particularly intimidating, (The Marce Society, 1994). Thus the general use of the 
EPDS is not uncontroversial. The use of the EPDS has been criticised on the grounds
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that it could be used for a range of depressive conditions. Nevertheless, the Marce 
Society, (1994) and Holden (1994), highlighted that up to 60% of health visitors who 
did not use the EPDS were unaware that many mothers were experiencing postnatal 
depression, (Littlewood et al, 1997). These researchers identified the values of the 
EPDS, as the fact that it is acceptable to women, and accessible to health 
professionals, who do not need specialist knowledge to apply the ratings. Additionally 
the Marce Society highlight that the EPDS can be used with ease. In comparison with 
the EPDS a number of other tools for monitoring depression have been found to be 
insufficiently sensitive. These include the Anxiety and Depression Scale (SAD) 
developed by Bedford and Foulds (1978). The 30-item General Health Questionnaire, 
which was produced by Goldberg et al (1970), required significant modifications to 
deal specifically with postnatal depression. Similarly the Beck Depression Inventory 
(BDI) developed by Beck et al (1961), the Hamilton Scale, Hamilton (1960), and the 
Montgomery- Asberg Depression Rating Scale, were all found to be unsuitable, 
(Pritchard et al, 1996 and Cox et al, 1987). The possible reasons for these limitations 
included the emphasis, placed on somatic symptoms of mental disorder, rather than 
the ‘normal’ psychological changes of childbearing. Non-compliance with 
administering the tool by health professionals, was linked to the unacceptable 
amounts of time for administration of these scales, consequently validity of the use of 
scales, was questioned. Other drawbacks included the need for specific skills training 
in the application of other measures for detecting depression and mothers, who did not 
consider themselves to be ‘unwell’, might find these scales unacceptable, (Cox et al, 
1987).
Since these studies and recommendations for the application of the EPDS were 
published, the National Screening Committee (NSC) (2002), a body responsible for
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advising Ministers of Health throughout the United Kingdom on screening policies, 
have met to consider supporting national screening for postnatal depression. 
Specifically the committee considered the use of the EPDS and decided that this tool 
did not meet the criteria to allow it to become a national screening test, for a variety of 
reasons. These include,
doubts that the EPDS offered simplicity and ease and precision in application. There 
was also concern that the EPDS might reveal a significant number of false positive 
and false negative results, depending on the cut off point score, chosen. Therefore the 
use of the EPDS remains controversial for the following reasons: -
• The EPDS is not validated for routine use.
• The tool may be inappropriate for all postnatal women for example those from 
ethnic minority backgrounds who do not read English.
• The possible unacceptability of the tool for some postnatal women who dislike the 
way in which the EPDS is introduced and administered.
• Concerns that if adequate resources are not available to provide treatment for 
women who have postnatal depression, then setting up a national screening 
programme is unethical.
• Lack of evidence that using the EPDS provides value for money. Here the validity 
of the EPDS, its’ effectiveness and the magnitude of beneficial and adverse effects 
of screening for postnatal depression, are considered to be insufficiently 
evidenced. The NSC recommended that screening for postnatal depression should;
1. Only be introduced for research purposes with the approval of an ethics 
committee.
2. Where screening programmes are being offered they must be backed 
up by high quality psychiatric services.
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3. Screening programmes should be extensively evaluated to establish 
consistency, prior to the development of national guidance.
4. There is need for the NSC to meet again for wider consultation and to 
determine strategic direction for the development of a national 
screening programme.
The Community Practitioners and Health Visitor’s Association (CPHVA) responded 
to the concerns of the NSC and acknowledged their concerns. It was felt, that on 
balance, and with the support of the National Service Framework for Mental Health
(1999) the Draft ‘Scottish Intercollegiate Network Guidelines for Postnatal 
Depression and Puerperal Psychosis’ (2002) and the‘ Drugs and Therapeutic Bulletin
(2000) as well as ‘ Saving Lives’ (1999) and ‘Supporting Families’ (1998), that the 
EPDS administered by health visitors is an effective tool in the detection of postnatal 
depression. The following supportive reasoning was favoured.
1. Consideration has to be given to the available and developing evidence that the 
potential long-term effects of a mother’s depression on children requires the NHS 
to improve detection and management of postnatal depression and to ensure equity 
of service delivery.
2. The CPHVA takes the position that although the EPDS does not meet the NSC 
criteria, nevertheless the tool is useful for health visitors because no similar 
alternative scale is available in the United Kingdom.
3. Another tool, the Post Natal Depression Screening Scale (Beck, 2000) has been 
developed in the United States of America. It may be that this screening scale 
could be considered for use in the United Kingdom.
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4. Because of the complexity of mental illness, there is no one tool which will be 
both sensitive and sufficiently specific to detect antenatal and/or postnatal 
depression without the supplementary use of professional and clinical judgement.
5. It is advocated that a structured clinical interview, in addition to utilising 
professional judgement, is necessary when applying the EPDS.
6. The use of a national screening programme must be preceded by well-developed 
psychological services.
7. The EPDS should only be applied person to person at appointed times when 
privacy is guaranteed and sufficient time is provided for mothers to discuss the 
outcomes of that test.
8. Additional recommendations were made for the appointment of a specialist lead 
clinician to ensure that recommendations are complied with. This would ensure 
that clinical practice is based on the best available evidence, which integrates both 
clinical expertise and patient preference. This must lead to better practice,
(Adams, 2002).
Clearly providing care for mothers, who suffer postnatal depression, remains high on 
the political agenda. The complex nature of the causes and effects of this distressing 
condition means that there is a need for an ongoing reflection on current interventions 
and development of practice. By any standard, the debates to date are grounded well 
within the medical remit of what it means to be healthy that is, health is judged on the 
absence of diagnosed disease. Viewpoints about the management of postnatal 
depression are diverse and there is ongoing need for collaboration between agencies at 
strategic level and in the domains of frontline service delivery if alternative 
understanding of the condition is to be achieved. The question could be asked as to 
whether some management of postnatal depression is better than none at all or
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whether management of postnatal depression should be suspended until research is 
complete. I believe that the issues should be debated and practice implemented as a 
matter of urgency, at local level with value placed on mothers’ and carers’ opinions. 
There is ample evidence from health visitor’s studies to indicate that they have 
knowledge of what mothers need and they are prepared to offer commitment to 
provide for those needs. It is the contention of this study that the application of a 
counselling psychology approach to unlocking this knowledge may be a very valuable 
means of determining the most satisfactory means of dealing with this problem. It is 
the intention of the researcher to determine whether this is an approach, which could 
assist health visitors to help mothers.
LISTENING VISITS AND THE USE OF COUNSELLING SKILLS
Elliott (1993) reflecting on the use of the EPDS, advocates that a person centred or 
non-directive counselling approach, should be used during ‘listening’ visits to 
postnatal mothers. Health visitors can encourage mothers to complete the EPDS and 
discuss their responses, through utilising the skills of non-directive counselling, as a 
necessary adjunct to the use of the scale. This type of visit calls for the use of 
counselling skills. Three stages in the use of counselling skills include, listening and 
attending, counselling interventions and helping with feelings, (Bumard, 1994). 
Listening and attending require the health visitor to pay attention to what each mother 
is saying in terms of verbal and non-verbal clues. Thus, words, phrases and 
metaphors, as well as the tone, pitch and volume of what is being said, can be 
assessed. Non - verbal expressions, such as the mother’s gestures, eye contact, her 
chosen proximity to the helper and posture, will give a clear indication of her mental 
processes.
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Counselling interventions are concerned with what health visitors may say, thus there 
is a concern to ascertain whether questions can be used to explore issues, gain 
information, clarify points and encourage conversation. Techniques, which could help 
include: -
• Open ended-questions, enable the person to respond in their own way, for example, 
“how did that affect you”, rather than closed questions, which are aimed to elicit 
more specific information, for example, did the medication help you?
• “Funnelling” of questions, in order to guide interaction from a broad perspective, 
to one that is more specific.
• Reflection on phrases which mothers use, may help each mother to expand on a 
story and reflect on how she feels which might lead to self-discovery. Within this 
technique the health visitor can offer intuitive statements, which may clarify what 
mothers say, thereby encouraging transparency and genuineness within the 
relationship.
• Summarising what mothers say has to indicate to them that they have been heard 
and understood.
When the skills of helping with feelings are being considered, Heron (1977a) suggests 
that there are four types of emotions or feelings, which are frequently suppressed. 
These include anger, which can be expressed as a shout. Fear may be demonstrated 
through trembling. Grief may be expressed through tears, and nervousness may be 
expressed through laughter, consequently there is the need for those using counselling 
skills to be aware of these conditions in order to fully understand how mothers might 
be expressing their needs, (Bumard, 1994). The British Association for Counselling 
(BAC) Code of Ethics and Practice for Counselling Skills outlines the expectations of 
providers and users of service. They address issues of responsibility, competence and
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management of the work and also confidentiality. Thus there are clear indications of 
what constitutes good practice in the use of counselling skills, (BAC, 1989 and 
Carroll, 1996).
PREVENTION OF POSTNATAL DEPRESSION
Caplan (1964) presented a model for prevention, which includes the concepts of 
primary, secondary and tertiary prevention, (Harris, 1996). This model can be applied 
to postnatal depression. He described prevention as involving a set of strategies, 
which depend on clinical interventions and treatment, (Jones, 1994).
Primary prevention requires the development of strategies to prevent the onset of 
postnatal depression through identification of risk factors and appropriate interaction. 
Secondary prevention aims to identify postnatal depression as soon as possible and to 
treat, minimise and possibly cure the disorder, in the early stages of its development. 
Tertiary prevention is aimed at minimising the effects of an already established 
postnatal depression. In this instance interventions can focus on lifestyles so as to 
identify needs, provide education, and minimise the effects of the condition, (Jones, 
1994).
The onset of postnatal depression is most often observed within community health 
settings and consequently detection comes within the remit of primary health care. 
Although the condition is difficult to predict, due to the many variables in the 
circumstances of individual mothers, there are indices which may indicate strategies 
for prevention. Studies by Brown et al (1978), Elliott (1989), O’Hara et £il (1991), 
Pritchard et al, 1996) indicate that postnatal depression is determined both by 
biological and psychosocial factors, (Raphael-Leff, 1991 and Gilbert, 1992). 
Consequently, variables such as maternal age, previous history of psychiatric disorder,
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availability and use of social support, previous obstetric history, hormonal factors and 
obstetric interventions are all considered to be predictive factors, (The Marce Society, 
1994).
Primary Prevention For Postnatal Depression
The Marce Society, (1994, suggests that the antenatal period is a time where positive 
mental health can be promoted. Although psychosocial interventions, aimed at the 
prevention of postnatal depression cannot be prescribed, they can make a difference to 
postnatal mothers, particularly when they include continuity of care and the formation 
of social networks, (Elliott, 1989). Key factors, which have been identified, focus on 
education and support of mothers and the identification of emotions and feelings that 
are peculiar to each individual. It would appear that the most effective level of care is 
one in which mothers learn to help themselves through empowerment, which non­
directive counselling offers, (The Marce Society, 1994).
Primary prevention may best be facilitated through inter agency co-operation between 
hospital and community services. Primary care teams and psychiatric or psychological 
services could make their services more accessible so as to present a unified and 
caring service.
Continuity of care throughout pregnancy and the postnatal period, is a key element in 
primary prevention as it provides each mother with an opportunity to develop a 
knowledgeable and confident relationship with her carers. Flint (1991) demonstrates 
that women, who have continuity of care, are more likely to discuss their anxieties 
with those who offer help. In this way carers are in a position to develop an in-depth 
knowledge of each mother and to be able to recognise early signs of disorders, (The 
Marce Society, 1994).
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The formation of social networks has also been found to be beneficial and acceptable 
to new mothers. The setting up of antenatal classes is a valuable source of reliable 
information for mothers where they have opportunity to concentrate on the various 
aspects of antenatal care and make informed choices about the care which they wish 
to receive during and after pregnancy. Social networks also help mothers to discuss 
their hopes and expectations, feelings, and images of motherhood as well as 
requirements for parenting and early recognition of postnatal disorders, (The Marce 
Society, 1994).
Elliott, (1989) The Marce Society, (1994) Mauthner, (1997) suggest that mothers 
benefit when listened to and believe that they have permission to talk.
Marce (1994) highlights that there is a need for emotional support, which should be 
provided in a climate where there is empathic understanding, and unconditional 
positive regard, about different emotions, which may occur at different stages of 
motherhood. It is also necessary for practitioners to be knowledgeable about the 
physical needs of mothers during the period of birth and early motherhood, so that 
their satisfaction with the process and outcome of labour, fulfilment and emotional 
well-being can be enhanced. Although some mothers may not attend antenatal classes 
for a variety of reasons, home visits carried out by general practitioners, midwives, 
and health visitors, can be ideal opportunities to provide antenatal educational 
support, (The Marce Society, 1994). Women may become empowered by these 
professionals if they use a problem solving approach particularly for the resolution of 
depression and stress, (Egan, 1994). Therefore as home visits, as well as mother and 
baby/toddler groups and postnatal support groups are suitable settings where mothers, 
their partners, relatives, and friends can meet and receive information. Voluntary 
organisations, such as “Meet a Mum” associations and The “National Childbirth
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Trust” may also be useful for mothers who need help and advice from someone other 
than those in their immediate medico /social circles, (Elliott, 1989; The Marce 
Society, 1994 and Mauthner, 1997).
Secondary Prevention For Postnatal Depression
Secondary prevention is a strategy which focuses on treating an established depressive 
illness, before the condition becomes a long-term problem. The health visitor has been 
identified as one of the professionals who should undertake secondary prevention of 
postnatal depression through the introduction of the EPDS, at the new birth visit, 
where issues such as prevention, detection and treatment postnatal depression could 
be outlined to each mother. Early identification of postnatal depression is important 
because it can reduce the severity of the condition which, if left untreated, may lead to 
physical abuse of children, suicide of mothers or the break up of marital relationships, 
(Cox, 1986 and Mauthner, 1997). It has been suggested that secondary prevention can 
best be facilitated through the use of the EPDS, in conjunction with non-directive 
counselling skills, (Elliott et al, 1993). This strategy is likely to be effective in these 
settings where the health visitor and the mother have an established relationship and 
the attention and the committed interest of the health visitor can be more readily 
provided and accepted by mothers (Elliott et al, 1993). Mothers can be encouraged to 
become more positive about their situation, knowing that other mothers share similar 
experiences of postnatal depression and that they are also being offered the support of 
health visitors.
Elliott (1993) has presented the idea that secondary prevention may be facilitated 
through the formation of prevention co-coordinators/subgroups. In this way, carers are 
trained and supported in their practice, to be able to keep the needs of mothers at the
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forefront of the agenda for health and further the development of health care. The 
networking of mother and toddler groups could also provide other forms of supportive 
social and therapeutic subgroups, in order to meet the social needs of mothers and 
children, (Elliott et al, 1993).
For example antenatal classes could be structured to provide information about issues 
such as parenting, hopes and expectations of mothers, postnatal disorders, prevention 
of morbidity and postnatal support groups.
Helpful and relevant information about labour and parenting could be tailored to suit 
the individual needs of mothers. Health education material, such as manuals on the 
care of children, could be constructed to meet local needs and would supplement any 
material available to mothers from other media sources.
Finally, Elliott (1993) suggests that health visitor and midwife liaison groups could be 
of particular value in establishing a forum where important issues, such as quality 
care, effective communication and reflection on practice might take place and be of 
benefit to health professionals as well as improving standards of care, (Elliott et al,
1993).
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CHAPTER THREE
THE MANAGEMENT OF POSTNATAL DEPRESSION BY HEALTH 
VISITORS (The Emerging Theory)
The management of an objective has been described as the systematic development of 
a programme, within an organisation, to improve efficiency and this may include the 
setting of targets and incentive schemes, (Sutherland, 1995). The objectives of this 
study are to improve preventative interventions, which are employed in the detection 
and management of postnatal depression.
Management
Management is a generic term used to describe those activities, that are necessary for 
the completion of certain tasks, with a view to attaining certain aims and objectives. 
Effort must be made to observe certain systems and procedures in order to determine 
how choices are made in the planning and control of a situation, which has to be 
managed, (Mullins, 2002).
Naylor (1999) defines management as “the process o f achieving organisational 
objectives within a changing environment by balancing efficiency, effectiveness and 
equity, obtaining the most from limited resources and working with and through other 
people ”, (Mullins, 2002, page 171).
Thus management is an integrating activity, which involves interactions between 
people who are not similarly related or entirely dissimilar to other spheres of fife. 
Elements of choice and control are integrative parts of the process and management. 
McGregor (1987) claims that every managerial act rests on assumptions,
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generalisations, and hypotheses.................“Assumptions are frequently implicit,
sometimes quite unconscious, often conflicting but nevertheless they determine 
our predictions that if we do ‘a9 then ‘b9 will follow99, (Mullins, 2002, page 54).
Four main approaches to managerial theory include, the classical approach, which 
emphasises a hierarchy of management and formal organisational relationships. Thus 
activities are broken down into component parts to ensure efficient working methods 
and bureaucratic ways of introducing order and rationality to social life. The systems 
approach gives value to the total work organisation and the interrelationships of 
structure and behaviour as well as the range of variables within the organisation, 
whilst the contingency approach is concerned with the importance of structure as a 
significant influence on organisational performance. The human relations approach is 
one, which seems most suited to the ethos of this study. This approach evolved during 
the early 20th Century, at the time of the Great Depression, when attention was given 
to the social factors at work and the behaviour of employees within the organisation. 
Within this discipline the Neo-Human Relations approach evolved and gave credence 
to the importance of detecting psychological needs in relation to personality 
development and motivation. These needs were based on Maslow’s hierarchy of 
human needs, which range from lower psychological needs for warmth, clothing, 
safety, love and self-esteem through to self-actualisation, (Mullins, 2002).
Managers
Katz (1974) identifies the attributes and qualities of a manager to include skills in 
technical competence whereby specific knowledge and methods are applied to 
discrete tasks. Social and human skills, give focus to interpersonal relationships 
through co-ordinated teamwork. Skills in conceptual ability enable the manager to
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develop a vision of the complexities of the activities of the organisation as a whole. 
Basic knowledge and information skills facilitate decision-making and action, and 
continuing sensitivity to events, which enable managers to acquire knowledge and 
information. Meta-qualities enable managers to deploy skills and resources and 
develop the situation specific skills necessary for the management of particular 
circumstances, (Mullins, 2002).
Managing
Managerial roles include decisional roles, which entail the making of organisational 
decisions based on the manager’s status and authority and access to information. 
Patterns of work and managerial behaviour are dependent on the demands of the job, 
constraints of internal and external factors, choices in what can be done which in turn 
will dictate the levels of flexibility in the managerial job. Managing a situation entails 
delegation and entrusting authority and responsibilities to others thereby raising 
morale, motivation and work performance. Thus time can be used effectively, staff, 
receive appropriate training and development and specialist knowledge and skills can 
be developed with a view to gaining economic advantage and to strengthen the 
workforce. As a social process, Brech (1975) identified essential elements of 
managing to include, making plans for how procedures can be carried out and setting 
standards of performance. These include introducing control in how performance 
should be evaluated against standards; coordinating services to ensure a suitable 
division of work, so that tasks are carried out harmoniously; motivational activities 
which inspire morale and a process of supervision or leadership which ensures 
efficient working practices (Mullins, 2002).
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Within public sector management, aims are concerned with the provision of services 
for the well-being of the community, uniformity of care and public accountability. 
Bourne (1979) suggests that interrelated activities include forecasting, setting of 
objectives and planning, defining the problems, ascertaining solutions and selecting 
the most acceptable solutions. There is also a need for interdisciplinary agreement on 
the implementation of solutions and preparing for and directing how solutions are 
implemented. There is the need to audit the implementation, effectiveness and design 
of programmes to maintain the solutions. Consequently staff must be selected, trained 
developed and managed for the specific task of managing care, (Mullins, 2002).
Health Visitors as Managers
Health visitors are held accountable for their practice. They have a responsibility to 
investigate causes of clinical variation and propose solutions to problems. They are 
required to be efficient in terms of their interventions to ensure cost effectiveness to 
evaluate health outcomes and to learn from practice, (UKCC, 1996; UKCC, 1997; 
Hunter, 2001 and NMC, 2002).
Both policy makers, and the expectations of the public, directly influence managerial 
responsibilities. The health visitor’s role within community development, adheres to 
the principles of health visiting, which are directed towards (a) achieving equity in 
their care for postnatal mothers (b) providing access to services (c) empowering 
mothers so that they gain mastery over their own lives (d) supporting individuals to 
influence the outcome of decisions, cooperation and collaboration and partnership in 
building healthy alliances to facilitate action. Community led needs assessment gives 
importance to individual’s values, interests and concerns within populations and 
groups, (Dalziel, 2000).
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Drennan (1986) identifies that health visitor’s perspectives of their own roles focus on 
autonomy and freedom, through which the management of any aspect of their work is 
influenced by their training, personal experiences and individual interpretation of 
what is expected of them, (Drennan 1986).
Autonomy has been defined as “the capacity to formulate and pursue plans and 
purposes which are self determined” (Stainton, 1998, page 136)
Within the codes laid down by the UKCC, nurses must reflect on practice, make 
decisions in accordance with specified principles and apply themes and principles to 
all areas of their work. However the notion of autonomy may only be effected in part, 
because in the purest sense of autonomy, health visitors would be at liberty to work 
out their own ethical stance and develop a personal philosophy of practice, 
(Seedhouse, 2000).
While autonomy incorporates elements of freedom, responsibility and accountability, 
individual freedom is influenced by, beliefs, desires and interests.
Health visiting activities are essentially carried out within the context of a social 
model of health, and women are seen in both antenatal and postnatal periods.
All participants in this study were self-selecting, and worked within the medical 
environment of GP practices. It could be argued that their choices in participative care 
and partnership in the management of postnatal depression may therefore vary 
between the medical and social models of health. Thus the social and private lives of 
women may be medicalised. In order for health visitors to achieve balance in the 
approaches to caring for postnatal mothers it is likely that training, support from 
policy makers and provision of adequate resources reflect these principles.
In the postnatal period, systems, exists whereby health visitors are notified of births 
within their catchment areas. A series of activities ensure that mothers and babies
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receive care in a variety of settings including their homes and in community clinics. 
Episodes of care are planned and controlled jointly by mothers and health visitors in 
collaboration with other health and social agents. Thus effective communication is a 
perquisite of good health visiting case management.
Communication
Giddens (2001) defined communication as “the transmission o f information from  
one individual or group to another. Communication is the necessary basis of all 
social interaction. In face-to-face contexts, communication is carried on by the use 
of language, but also by many bodily cues through which individuals interpret an 
understanding of what others say and do. With the development o f writing and of 
electronic media... Communication becomes to varying degrees, detachedfrom 
immediate contexts o f face-to-face and social relationships” (Giddens, 2001).
Communication can therefore be described as a complex ongoing dynamic process in 
which participants simultaneously create shared meaning in an interaction which takes 
place on two levels, namely verbal and non-verbal, (Lancaster, 1999).
Verbal communication entails the spoken word wherein people use words to express 
thoughts, needs, desires, attitudes and feelings, to others.
Non-verbal communication includes cues, which are conveyed by a person’s actions, 
expressions, gestures and tone of voice.
People interpret verbal and non-verbal communication based on their own 
experiences, needs, desires and frames of reference, thus they may use verbal and 
non-verbal communication to express ‘truth’ or to disguise their feelings.
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The communication process includes conscious and unconscious behaviour for which 
there must be a sender, receiver, a message, an environment, signals and feedback. 
Factors, which influence the process includes gender differences, cultural background 
and organisational culture or climate. A climate of trust, respect and empathy are 
necessary for effective communication. Barriers to effective communication, include 
conditions, which are distracting, lack of ability on the part of the communicator to 
send and receive information effectively, lack of sensitivity to physical or sensory 
disabilities, differing frames of reference and poor listening skills, (Lancaster, 1999).
Communication In Management and Health
Managerially, communication and perception are inextricably linked. Perception is the 
means through which people integrate sensory information into the precepts of 
objects, which are used as a means to interpret and give meaning to life’s experiences, 
(Hildgard, 1996). Perceptions determine the means of communication, and require 
evaluation of process and effect. Feedback may reaffirm or change perception. Thus 
managers determine the direction of information flow to ascertain how 
communications are accepted or otherwise between communicators and recipients, to 
generate understanding of what needs to be managed, (Mullins, 2002). Within 
organisations the upward flow  of communication allows managers to make decisions 
based on accurate information and to encourage collaborative participation. The 
downward flow  of information is a means of communicating instructions, rules, 
policies and procedures. Thus there is the need for mutual respect and trust between 
managers and staff. Horizontal communication is particularly suited to 
interdisciplinary transmission of information through which care, for example can be 
planned and evaluated. Diagonal communication occurs between individuals or
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groups of people who are on different levels of the organisational hierarchy. This 
engenders interdependence through which accurate information can flow, thus 
effective communication can be facilitated. In essence communication is a means of 
demonstrating care, (Mullins, 2002).
CARE FOR POSTNATAL MOTHERS WHO ARE DEPRESSED
The word ‘care’ may be used as a noun “to have a care” or as a verb “to care”. 
Seedhouse (2000) suggests that “in order to care, a person must have a concern for
something or somebody must have an object o f care and some interest in it”
(Seedhouse, 2000, page 37). This concept therefore calls for the linking of caring 
theory to practice. Pelligrino (1985) outlined four senses of care to be a moral 
obligation of health professionals as follows: -
1. Being concerned for another’s welfare
2. Doing something for another’s welfare
3. Taking on part of the burden of another’s illness
4. Acting conscientiously, (Seedhouse, (2000).
Seedhouse (2000) however argues that while these senses are of value, to care as a 
means of having concern for, or interest in somebody or something, implies that the 
philosophy of care requires integrated care, which is specific in content and context. 
Four governing theories of care are suggested:
1. Care as a means of enabling the professional to pursue traditional health 
service caring activities.
2. Taking care by being prudent and efficient in the pursuit of specific ends.
3. Portraying care by showing concern but avoiding feeling it deeply.
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4. Having direct personal involvement in the life of another person whereby any 
emotional commitment will be to the benefit of the patient and the nurse, 
(Seedhouse, 2000).
It is suggested that Management of care is influenced by: -
1. Economic rationalism, which maximises cost effectiveness.
2. Caring as a means of giving strength, which requires the nurse to take 
account of economic conditions, although these should not be the 
ultimate goal in her/his reasoning.
3. Selecting the type of care that is given so that the recipient can 
demonstrate improvement in physical, mental, emotional and spiritual 
strength and their overall capabilities are, strengthened,
(Seedhouse, 2000).
It seems particularly obvious that within this study, the concept care is fundamental to 
an understanding of the health visitor’s work.
HEALTH VISITORS RESPONSE TO POSTNATAL DEPRESSION IN THE
LIGHT OF A CHANGING NHS
In considering the invaluable role that health visitors can play in limiting the extent of 
postnatal depression, questions arise, as to how health visitors are able to respond to 
mothers and, at the same time, adapt to the demands of the growing workloads and 
increasing pressures of the NHS. Consideration should also be given to how much 
priority health visitors can give to mothers who have postnatal depression. According 
to Cole (1998), in studies which were highlighted by the Community Practitioners and
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Health Visitors Association, (CPHVA), it was shown that in 1996, the numbers of 
nursing students declined from 71,000 in 1985 to 36,000. The numbers of nurses who 
were admitted to the register also decreased from 37,600 in 1987 to 28,400 in 1997. 
Inevitably there was also a reduction in the numbers of nurses training to be health 
visitors consequently the numbers of registered health visitors, declined from 10,000 
to 6,000 within the previous seven years of that study. Additionally, although the 
numbers of training places for health visitors increased, figures show that applications 
had fallen. Nursing in the independent non-NHS sectors has become more attractive 
to some nurses, as this is a more active labour market, where there are better career 
prospects, (Cole, 1998). Consequently staff shortages within the N.H.S. have 
proliferated.
The emphasis by the United Kingdom Central Council (UKCC) for Nurses Midwives 
and Health Visitors to participate in, in-service training courses, to fulfil the 
recommendations for Post Registration Education and Practice (PREP), has been 
another source of tension for individual health visitors whose attention has become 
more diverted to theoretical development in practice.
The health visitor's Code of Professional Conduct outlines sixteen standards for 
practice, one of which states that....... "as a registered nurse, midwife or health
visitor, you are personally accountable for your practice and, in the exercise o f your 
professional accountability, must:
• Maintain and improve your professional knowledge and competence;
• Acknowledge any limitations in your knowledge and competence and decline 
any duties or responsibilities unless able to perform them in a safe and skilled 
manner", (UKCC, 1992, codes 3 and 4).
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The UKCC was replaced by the Nursing and Midwifery Council (NMC) in April 
2002. The new council outlines 7 Codes of Professional Conduct and states, “As a 
registered nurse or midwife, you are personally accountable for your practice. In 
caring for patients and clients, you must:
> Respect the patient or client as an individual
> Obtain consent before you give any treatment or care
> Protect confidential information
> Co-operate with others in the team
> Maintain your professional knowledge and competence
> Be trustworthy
> Act to identify and minimise risk to patients and clients
These are the shared values o f all the United Kingdom health care regulatory 
bodies” (NMC, 2002 page, 3)
While these codes, are welcomed by health visitors, there are some concerns that they 
can only be upheld by taking time out, to maintain and improve professional 
knowledge and competence in order to rise to the challenges of increased workloads 
because of staff shortages. In view of these constraints, it seems reasonable to surmise 
that health visitor's attitudes to the management of postnatal depression might have 
wide variations in response to the constraints of organisational resources, protocols 
and policies. It has been suggested that for health visitors, events within the N.H.S 
over the last few years have engendered a sense of dis-equilibrium. This may have 
created a negative response to the many changes, and uncertainties about professional 
identity, and existence; consequently, professionals may have become demoralised, 
and feel stressed, (Kelly, 1998b).
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Stress
In general terms, stress occurs when people are faced with events that they perceive to 
endanger their physical or psychological well-being. These events are usually 
described as stressors, and people’s reactions to them are stress responses (Atkinson et 
al, 1996).
Selye (1956) put forward the theory of the general adaptation syndrome, which 
describes how people respond to ongoing stress. It suggests that people cope relatively 
well in the early stages of stressful situations. When the alarming situation continues 
over longer periods of time, the body tries to adapt by reverting to normal functioning 
and at the same time resist any breakdown in health. When the experience of stress is 
prolonged, and all energy is used up, a state of exhaustion results. Individuals are 
perceived to be functioning normally, but in the longer term, minor challenges may 
trigger episodes of acute stress responses, (Hayes, 1994).
Under the circumstances of professional responsibility and a dying NHS described, it 
is timely to investigate how health visitors manage postnatal depression and whether 
they are applying the fundamental principles and philosophies of health visiting, to 
this phenomenon.
PERCEIVED LIMITATIONS OF THE STUDY
All research plans have their strengths and weaknesses, and the researcher cannot 
wholly control the process, because outcomes are not easily predicted. This study 
seeks to determine health visitor’s perceptions of postnatal depression and its’ 
management. It does not seek to represent the views of all health visitors but rather to 
learn about the opinions of a sample of those who work within a specific area of 
community care. The sample of health visitors which will be used, is small so that the
40
information gathered, can be analysed in detail by a single researcher. Although in 
some larger studies the aim has been to obtain data which is representative of the 
entire target population, smaller samples provide a means for exploration and do not 
seek to be representative. However smaller studies can be replicated to produce valid 
and reliable data. Though it must be remembered that small sample sizes might not 
accommodate non-responses as easily as larger samples or saturation surveys. Ethical 
questions may also arise about how small samples were chosen, and whether the 
objectivity of the researcher can be compromised by choosing a small sample, 
(Sarantakos, 1998). Nevertheless small studies produce valuable information, which 
can contribute to future research.
The views of health visitors who will constitute the sample for this study will depend 
upon recollections of their interactions with mothers who have experienced postnatal 
depression. Retrospective information will be sought from health visitor’s subjective 
experiences of postnatal depression and the data might therefore be limited to what 
health visitors can recall. The study will be conducted over a brief period of time 
therefore it is possible that health visitors may only recall at a later date, information 
which could have been useful for the study. It is also possible that any or all of these 
health visitors may have themselves experienced postnatal depression, and that their 
experiences might influence their judgements and how they report and deal with the 
condition.
Postnatal mothers are only one of several groups of people for whom health visitors, 
provide a service, consequently their individual priorities may vary in the proportion 
of time, spent dealing with postnatal depression. This could influence health visitor’s 
interest, ability and willingness to give complete answers, and this may affect the 
validity and reliability of the data. Although the study is about mothers, no mothers
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will be interviewed as the study seeks to generate information on the professional 
management of postnatal depression, as this will deepen professional understanding of 
the phenomena and contribute to what has already been done to help mothers deal 
with this distressing condition. The emphasis of the research will be upon the extent to 
which health visitors may rely on psychological counselling as an adjunct to their 
practice.
It is possible that in the process of carrying out the study the researcher, who is also a 
health visitor, may not be as objective as she would like to be. Therefore there is the 
danger that a lack of objectivity might influence the process and outcome of the study. 
Certainly the researcher acknowledges that she subscribes to the notion that postnatal 
depression is an identifiable psychological condition, which has far reaching 
implications. Its prevention is therefore possible and information, which may 
contribute to that prevention is of value.
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CHAPTER FOUR 
LITERATURE REVIEW -  (The Macro Content)
One of several ways to gain information about a particular subject is to examine the 
body of literature on the subject. Therefore a detailed literature search was made and 
data for the study was obtained from a variety of primary and secondary sources 
including texts books and journals. The Cumulative Index of Nursing and Allied 
Health Literature, (CINAHL) and Medline, provided a focus for identification of 
studies on working with women with mental health problems following childbirth.
The key words used in the literature search and the search drivers included: - 
Postnatal Depression -  Health Visitors -  Counselling Skills -  Person Centred 
Counselling -  Edinburgh Postnatal Depression Scale -  New Paradigm Research - 
Qualitative Research -  Health Visitor Identification -  Health Visitor Management of 
Postnatal Depression.
The Literature Review outlines themes of health, stress and depression, postnatal 
depression, maternity blues and puerperal psychosis. Additionally sociological, 
biopsychosocial and psychological perspectives of postnatal depression, counselling 
and counselling psychology and the use of counselling skills for postnatal depression 
are outlined. Specifically health visitor’s management of postnatal depression, and 
their work with postnatal mothers, was reviewed.
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HEALTH
The government Green Paper, Our Healthier Nation, (DOH, 1998) proposed the 
adoption of a national target for mental health because mental health is a key 
component of a healthy active life. This target challenges the concept of the meaning 
of health generally held by both professional and lay people.
According to many commentators including, LaLonde (1974), Stimonson et al (1975), 
Seedhouse (1985), and Blaxter (1990) although the concept of health should be a 
positive one, individuals seem to create and re-create the meanings of health 
according to how health and illness are experienced in daily life. Seedhouse (1985) 
suggests that the meaning of health goes beyond the definition given by the World 
Health Organisation (WHO), which identifies health as a state of complete physical 
mental and emotional well being, rather than merely the absence of disease, (Jones,
1994). This WHO definition is used in contemporary community health care settings 
where practitioners focus as much on social interventions for enhancing health, as 
treating established disease, (Jones, 1994). These considerations suggest that complete 
health is something that can be achieved by all. However other studies highlight that 
there are those within society who are handicapped by many forms of chronic ill 
health, which prevent them from attaining a state of complete health. Nevertheless, 
they may consider themselves to be healthy in the absence of pain or some life 
threatening disease (Seedhouse, 1985; Cox, 1987; Blaxter, 1990; and Jones, 1994). 
Thus it is likely that a large amount of ill health remains unrecognised. For this reason 
the World Health definition of health, challenge professionals to acknowledge that 
human beings cannot be understood solely through a scientific study of different parts 
of the body or the interpretations of signs and symptoms, as these ignore interpersonal
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experiences or the social construction of health. It is important to acknowledge 
psychological, sociological, bio-physiological influences upon health, as well as 
physical factors, (Yalom, 1980). Commentators such as Blaxter, (1990), Thorogood, 
(1990) and Rogers, (1991), highlight the concept of health from within a cultural, 
interpretative perspective. This concept is more relevant to the needs of post-natal 
mothers, than is a medical perspective. These authors highlight that in relation to 
health, each individual has a story to tell, the account of which may depend on factors 
such as outlook, circumstances, audience, external and internal processes as well as 
culture and history, (Jones, 1994).
This study is concerned with only one aspect of health, namely mental health in 
connection with postnatal depression. The study will examine health visitor’s 
perceptions of the condition and how these perceptions may influence the patterns of 
care provided.
STRESS AND DEPRESSION
Stress impacts on health physiologically and depletes the body’s resources, rendering 
it vulnerable to unpleasant conditions such as restlessness, headaches, insomnia, 
exhaustion, depression, tearfulness, apprehension, lack of objectivity and rejection of 
others, (Hilgard, 1996). Anxiety may be characterised by such emotions as worry, 
apprehension, tension and fear, in different degrees of intensity and, of necessity, 
unpleasant (Hilgard, 1996). Anger may result from feelings of frustration leading to 
aggressive behaviour. The frustration-aggression hypotheses assumes that that when 
an individual feels unable to cope with the stressor, they become withdrawn, apathetic 
and depressed leading to a state of helplessness which becomes the normal way of 
being, (Hilgard, 1996).
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Approaches to understanding and dealing with depression include the psychoanalytic 
perspective, wherein depression is considered to occur in reaction to loss, possibly of 
a loved one, loss of status or moral support (Hilgard, 1996). Individuals are believed 
to react intensely when their current situation rekindles fears of an earlier loss. 
Consequently a state of regression occurs leading to feelings of helplessness, over 
dependence on external approval and internalisation of anger. The behavioural 
perspective purports that lack of positive reinforcement and a high rate of unpleasant 
experiences lead to feelings of sadness, depression and inactivity as a result of loss. In 
instances where individuals are prone to depression, they may lack the social skills in 
attracting positive reinforcement or skills to cope with aversive events. The cognitive 
perspective gives a focus to how people view themselves. Consequently they appraise 
events from a negative and self-critical viewpoint. Thus their self-fulfilling prophecy 
of expected failures may lead to self-blame. A cognitive triad of negative thoughts 
about self, present experiences and the future become established and treatment is 
directed towards altering these negative perceptions. The biological perspective 
suggests that mood disorders might be inherited through biological changes, which 
occur in the nervous system. Consequently it is likely that there are causal 
relationships between the type of physiological and psychological changes that may 
occur in postnatal depression, (Hilgard, 1996).
Mood Disorders
Bipolar and depressive disorders are two types of mood disorders, which impair 
psychological functioning. Where bipolar disorder exists, the individual alternates 
between episodes of depression and periods of elation, usually with a return to 
‘normal’ mood between the two extremes. Mood changes can occur gradually or 
suddenly and the duration varies over weeks or years. Mood disorders play a
significant part in psychological distress in the postnatal period, particularly postnatal 
depression, (Hilgard, 1996).
Depressive disorder can be classified according to the presenting symptoms and 
degrees of severity, (Hilgard, 1996). Although depression is seen as a normal response 
to many life stressors and result in feelings of lethargy and sadness, it can be 
considered as abnormal when it is out of proportion to the precipitating event and 
persists longer than would be expected, (Hilgard, 1996). Symptoms of depression 
relate to the individual’s emotional mood, cognitive, motivational and physical 
symptoms. Major depression; includes a persistently depressed mood or loss of 
interest and anhedonia, (Hilgard, 1996). Dysthymic disorder may produce intermittent 
symptoms, which are similar to major depression, but are less intense and have a 
longer duration. Typically, depressed patients report feelings of sadness and a sense of 
hopelessness and despair and they experience difficulties in perception, cognition, 
behaviour and functioning, (Hilgard, 1996). It is usual for individuals with depression 
to experience erratic sleep and eating patterns, fluctuations in energy levels and libido. 
Diagnosis is made on the basis of the category of the disorder and level of symptoms 
and the depressed person’s ability to function. Responses to treatment will determine 
the approach, which is taken to treat the depression, (Hildgard, 1996 and Alegria et al, 
2000).
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CONCEPTS OF POSTNATAL DEPRESSION
Studies by Pitt (1978), Brown et al (1978), Chowdrow (1978) Oakley (1980), and 
Kumar et al (1984) show that disturbances in mental health, during pregnancy and 
childbirth, have been recognised as problematic for women for some time,
(Jones, 1994). Since the 19th century, studies by Marce (1858), described the 
condition of postnatal depression and highlighted the fact that women are at increased 
risk of developing psychiatric disorder, particularly depression, in the period after 
giving birth, (Gilbert, 1992 and Nicholson, 1997).
The condition has been recognised as one of three affective disorders following 
childbirth: maternity blues, postnatal depression, and puerperal psychosis. Non- 
psychotic depression has been identified in 8% to 15% of women following 
childbirth, (Pitt 1968; Cox et al, 1993 and Nicholson 1997).
The ‘blues’ is the most common form of psychological disturbance and usually occurs 
within a few days after delivery. ‘Postnatal depression’ and ‘psychosis’ are two other 
conditions, which have been recognised in many studies, (Cox et al, 1994). These 
three conditions will be individually described within the context of this study.
It was during the inter-war period that the mental health problems, associated with 
childbirth, were acknowledged by law. This came about with the passing of the 1932 
Infanticide Act, which went some way towards addressing the needs of mothers who 
were so mentally disturbed that they posed a risk to their own life and that of their 
baby. (Dalton et al, 1996 and Littlewood et al, 1997). Maternity care has developed 
over many decades and as maternal and infant mortality and morbidity, caused by 
uninformed and unhygienic obstetric practices have been reduced, the focus of care 
has shifted towards the study of postnatal depression. (Littlewood et al 1997). It was
as recent as the 1960’s that mental disturbances, other than puerperal psychotic 
episodes, were acknowledged more fully. One of the forerunners in this development 
was Pitt (1973) who put forward his observations on the syndrome, later to become 
known as postnatal depression. The Marce International Society was founded by 
clinicians, in 1980, to promote the study of psychiatric disorders, associated with 
childbirth and to improve clinical care for these women, (Hopkins et al, 1984; Dalton 
et al, 1996 and DOH, 1996).
Questions arise as to whether postnatal depression is a mood symptom(s) or a 
syndrome, or whether the concept itself is of value (Clement et al, 1999). It is feasible 
that a diagnostic label serves to medicalise experiences, which are normal reactions to 
social circumstances for women. Consequently it may be that depression, which is 
identified in the postnatal period, requires a sociological approach to solving the 
issues that are problematic for women, more so than control of this distressing 
condition as is the norm within the domains of medicine, (Oakley, 1993). Studies by 
Brown et al (1994) suggest that depression is a common experience for women, 
regardless of their childbearing status, (Clement et al, 1999) and that when it occurs in 
conjunction with childbearing there may be an overlap between antenatal depression 
and postnatal depression. However examination of the literature provides a more 
discriminating picture. According to Church et al (1995) during 1994, there were 6.7 
million women with children in the United Kingdom, who suffered from some form 
of postnatal depression, (Nicholson, 1997). Epidemiological studies, done in the 
United States of America and replicated by Brockington (1985), showed an eighteen 
fold increase in mental hospital admissions for depressive states within the first one 
month period following childbirth, in comparison with those admissions that occurred 
during pregnancy, (Raphael-Leff, 1991). Price (1988) identified that women in the
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puerperal period were sixteen times more at risk, than non-parous women, of 
developing psychotic illness within three months after delivery. They also carried a 
five-fold risk of developing a neurotic illness during the first year after delivery, 
compared with other times in their lives, (Raphael-LefF, 1991).
Definitions o f Postnatal Depression
Various theories about the concepts of postnatal depression have been put forward. 
These have focused on the biophysiological, sociological and psychological aspects of 
women’s health. Therefore factors such as physiological processes, medical 
interventions, sociological norms, mental and psychological health and 
endocrinological factors all have been taken into account, (Dalton et al, 1996).
Dalton (1996) defines postnatal depression: -
“as the first occurrence ofpsychiatric symptoms severe enough to require medical 
help occurring after childbirth and before the return of menstruation”, (Dalton et 
al, 1996, page 3).
By definition this excludes those who have only suffered from the milder disturbances 
of the ‘blues’ and those who have previously suffered from schizophrenia, manic 
depression, and drug induced depressions. Researchers appear to agree that postnatal 
depression is a psychological disturbance with varying degrees of severity and 
contributory causes, (Raphael-Leff, 1991). The condition is recognised as an affective 
mood disorder in which there is marked disturbance in psychomotor functioning. The 
effects can be observed soon after childbirth and can change the mother’s personality 
behaviour and outlook on life, and it can last for many years, (The Marce Society, 
1994). Discussions about the condition, take place mainly within medical discourses 
wherein non depressive women are described as good mothers are portrayed as 
contented, in contrast to anxious and depressed mothers, who require treatment,
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(Nicholson, 1997). A number of writers applaud the medicalisation of this condition, 
for example Oakley (1993), who discusses the advantages of viewing postnatal 
depression as a medical disorder because this facilitates definition and diagnosis of 
the condition for the purpose of treatment, (Littlewood et al, 1997). This approach is 
one which some members of society, particularly health care professionals, find 
acceptable. However others, such as Doyal, (1995), argue that this framework adopts 
a rather narrow and biological focus which separates individuals from their wider 
social, psychological and biological realities, (Oakley, 1993). As result of this 
reasoning, questions have arisen as to whether or not postnatal depression is any 
different from other depressive states, which affect women, or men, at other times, 
(O’Hara et al, 1990 and Cox et al, 1993). Comparisons between postnatal depression 
and major and minor depressive episodes are defined by the Research Diagnostic 
Criteria of Spitzer, (Endicott et al, 1978 and Hopkins et al, 1984). Studies undertaken 
by O’Hara and Zeoski, (1988) express doubt that women who give birth, are at any 
increased risk for developing depression, in comparison to control groups (Gilbert, 
1992). The studies, carried out by Pitt (1968), identified the ‘atypical’ characteristics 
of postnatal depression, as a condition in its own right. More recent studies, carried 
out by Cox (1993), have concluded that the condition of postnatal depression is 
unique, because it follows childbirth, and there are distinctive features between 
depression in parturient and non-parturient women. Conclusions were drawn that 
postnatal depression was a direct consequence of the physical and psychological 
stresses of childbirth, (Littlewood et al, 1997).
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MATERNITY BLUES, PUERPERAL PSYCHOSIS AND POSTNATAL
DEPRESSION
Maternity Blues
Victoroff (1952) coined the term maternity blues, to describe a condition which was 
likened to the pre-menstrual syndrome. Incidence varies between 30% and 70% and it 
has been observed to occur worldwide across all cultures, (Pritchard et al 1996). The 
condition has been identified as a transient alteration in mood which can occur within 
the first ten days after giving birth and is characterised by episodes of tearfulness and 
crying, irritability, anxiety about the perceived inability to cope, fatigue, sleep 
disturbances and poor appetite. Maternity Blues has been categorised as one of the 
affective mood disorders in which negative effects, peak at approximately the fifth 
postnatal day, (Gilbert, 1992 and Pritchard et al, 1996).
Aetiology and risk factors
Studies done by Gelder (1978) note that the crying episodes, observed in new 
mothers, are typically part of the condition described as postnatal depression. They 
are not necessarily synonymous with sadness or depression but are associated with 
poor sleep and the resultant tiredness. The condition is more common in primaparous 
women and it may be associated with adjustment to parenthood, (Hopkins et al,
1984). Other studies indicate that there is strong correlation between maternity blues 
and the change in progesterone levels, which occurs soon after birth, (Pritchard et al,
1996). Maternity blues peak at the time when the hormonal changes are most 
significant. Causal links between biological and social factors in conditions where 
there is a recognised pre-menstrual syndrome, poor general social adjustment during 
pregnancy and problems with partnerships, all of which have been identified in 
conjunction with postnatal depression. Links between maternity blues and ante­
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partum depression have also been made. It is believed that women who have had ante­
partum depression could go on to develop postnatal depression, (Pitt, 1973 and 
Pritchard et al, 1996).
Puerperal Psychosis
The Marce Society (1994) defines puerperal psychosis as 6a group of illnesses which 
occur suddenly in close relationship with childbirth and which are hallmarked by 
any or all of the following; delusions, hallucinations, and impaired perception of 
reality *, (The Marce Society, 1994, page 25).
Puerperal psychosis affects 0.1% to 0.2% of mothers and they are approximately 
thirty five times more likely to develop a bipolar disorder in the postnatal period than 
at any other time during their life. Consequently they will require admission to a 
psychiatric hospital, (The Marce Society, 1994 and Pritchard et al, 1996).
Bipolar disorder is a condition wherein the individual’s mood swings between the 
opposite poles of depression and mania, (Statt, 1998).
Studies by Dean et al (1981) and Brockington et al (1988), asked whether or not 
puerperal psychosis is a separate entity from other depressions, or whether the 
condition may just have a more florid clinical presentation (Pritchard et al, 1996). 
Since that time puerperal psychosis has been reclassified, by the World Health 
Organisation (1992) in the ICD 10, as a mental disorder associated with the 
puerperium that does not meet the criteria which are classified elsewhere in their 
guidelines on depression, (Littlewood e al, 1997). The more updated measure for 
depression, the Diagnostic and Statistical Manual of Mental Disorder 4th edition, 
(DSM-IV) includes a postpartum specifier which reflects a degree of validity that 
postpartum depression is a specific condition, (Littlewood et al, 1997). Hopkins et al 
(1984) refer to the conclusions of the studies by Herzog and Detre (1976) and Dean
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and Kendall (1981), which showed that patients with puerperal psychosis 
demonstrated many of the same signs and symptoms of non-puerperal psychosis. 
Qualitative differences between these two conditions are, within the delusions of 
postnatal depressions, issues and related conflicts are associated with childbirth and 
feelings of guilt and anxiety about not being able to care for the child. Infanticidal 
thoughts, and fears, about not having enough love for their husband, were also 
significant. (Hopkins et al, 1984). The onset of the clinical presentation of puerperal 
psychosis is manifested between the 3rd and 14th postnatal day. Initially the mother 
may seem perplexed, confused, fearful and restless. She may experience sleep 
disturbances, and as the condition develops, there is increased restlessness, euphoria, 
impatience with others and marked delusions of grandeur. Where there is a depressive 
psychosis, the mother’s mood is lowered, leading to impairment in physical and 
mental functioning. She may have delusions about harming her child or herself, 
consequently, there are likely to be difficulties with self-care and care for her child. 
The mother’s hygiene, nutrition and hydration also may be adversely affected, (The 
Marce Society, 1994 and Pritchard et al, 1996).
Aetiology and risk factors
Puerperal psychosis can occur across all social boundaries in cases where it is least 
expected and it is most likely to present in primaparous women. Additionally it may 
occur in those with a personal and family history of bipolar disorder, perinatal 
mortality and lack of partner support (The Marce Society, 1994).
Wieck et al (1991) suggest that the condition could be triggered by a dramatic surge in 
hormones, particularly in oestrogen levels, (Pritchard et al, 1996). Consequently 
oestrogen therapy can be particularly useful in the treatment of this depression, (The 
Marce Society, 1994; Harris, 1996, and Pritchard et al, 1996).
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Intensive support from hospital and nursing staff and neuroleptic medications are 
often required to treat feelings of fear, perplexity and depression. In severe cases 
Electro-Convulsive Therapy (ECT) may be used as a last resort, (The Marce Society, 
1994).
Postnatal Depression
The condition is recognised as a psychiatric disorder which is comparable to a major 
or a minor depressive disorder, as defined by the Research Diagnostic Criteria of 
Spitzer, Endicott, & Robbins (1978). The prevalence of the disorder varies and it is 
indicated that approximately 3% of mothers experience major postnatal depression 
whereas 7% experience minor postnatal depression (The Marce Society, 1994). 
Paykel et al (1980) using the Raskin “three area scale” found that approximately 20% 
of women experienced a minor postnatal depression. However Cox et al (1982) using 
the Research Diagnostic Criteria of Spitzer et al (1978) found the incidence much 
lower, (Pritchard et al, 1996). While postnatal depression has similarities to other 
depressive episodes it has been suggested that suicidal ideation is relatively 
uncommon and that the percentages of women displaying this symptom vary. 
(Hopkins et al, 1984).
‘Minor postnatal depression’ is a term used to describe a group of depressive 
episodes, which are similar to normal reactions to stress but which occur more 
frequently over a period of time and have a longer duration, between three weeks to 
three months. Impairment in the perception of reality is not a feature, (The Marce 
Society, 1994). The condition occurs gradually between the first two to fourteen 
weeks after delivery. Signs and symptoms in the earlier weeks tend to be more
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marked during which time diagnosis is easier. Symptoms may be hidden for a variety 
of reasons if diagnosis is made later on, (The Marce Society, 1994).
Major postnatal depression is described as an illness, which involves lowering of 
mood as well as disturbances in physical and psychological functioning. The internal 
rather than the external perception of reality becomes more real for mothers even in 
the absence of hallucinations, (The Marce Society, 1994). Studies undertaken by 
O’Hara and Zekoski (1988) and Cox et al (1984), show that postnatal depression has 
an onset of approximately three weeks and can continue for many years, (Gilbert, 
1992). Detection can be difficult because the discomforts of pregnancy and childbirth 
may mask psychological disturbances. Conditions of weight loss, alterations in sleep 
patterns, lower energy levels, menstrual disturbances, general loss of interest, medical 
and/or surgical interventions in the delivery, could all give rise to diseases within the 
postnatal period and therefore would not be classified as symptoms of postnatal 
depression, (Elliott et al, 1993). The typical biological and psychological symptoms, 
include, irritability, inappropriate obsessional thoughts, fatigue, insomnia, feelings of 
guilt, anhedonia, anxieties, and sleep disturbances such as early morning wakefulness. 
Additionally there may be impaired mental functioning in the ability to concentrate, 
which can be accompanied by confused thinking, alteration in perception of self and 
others and general malaise. There may also be a loss of appetite and a resultant weight 
loss. Feelings of guilt may result in thoughts of self-harm, fears of harming the baby, 
feelings of inadequacy and unworthiness, hopelessness and despair, all of which are 
not uncommon. Some mothers may feel angry and bitter with family and friends, and 
whilst this serves to increase their depression and feelings of low self-esteem, others, 
may feel empty and hollow, (Gilbert, 1992, and The Marce Society, 1994). Some 
mothers maintain an impressionable social fa5ade, which conceals their distress. They
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may gain little pleasure from caring for their baby and as the ongoing lowering of 
mood progresses some may become withdrawn and avoid social contacts, (Gilbert, 
1992, and The Marce Society, 1994).
Risk factors
Pakyel et al (1980) Kumar and Robson (1984) highlight that age is one associated risk 
factor and that younger (-15years) and older mothers (+ 30 years) seem to be more at 
risk of developing the condition. Lack of experience and knowledge about child-care, 
having unrealistic expectations of what is involved in becoming a mother are also 
possible causes of the condition, (Pritchard et al, 1996). The development of postnatal 
depression may relate to a previous history of mental illness and the number of 
stressful life events in the year before the birth. Consequently these events may have a 
direct bearing on as many as 50% of mothers, in comparison to other cohorts, 
(Pritchard et al, 1996). Studies by Watson et al (1984), identified that the incidence of 
postnatal depression increased for those women who lacked physical and emotional 
social support from partners, (Pritchard et al, 1996). However there may be other 
causes.
Amino et al (1981) and Harris et al (1992) highlighted an association between thyroid 
dysfunction and the development of depression in the first six months after delivery, 
(Gilbert, 1992).
Dalton (1985) advocates the use of progesterone to redress the hormonal imbalance 
between progesterone and prolactin, which occurs soon after the birth, (Gilbert, 1992). 
Others highlight factors such as previous obstetric loss including perinatal death, 
repeated miscarriage, difficulties with conception, and cases of assisted conception, 
which may bring about the ‘precious baby’ syndrome. Stressful life events including 
antenatal hospital admission, marital problems and lack of social support, social
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isolation, poor childhood experiences, prior involvement with social services and an 
unwanted pregnancy, are also contributory factors, (The Marce Society, 1994). 
Studies, carried out by Boulton (1985), suggests that changes in biological, as well as 
in social roles, predispose mothers to depression and Linville (1985), identified that 
those who had a self-concept of a lesser degree of self-complexity were more 
vulnerable to depression, (Gilbert, 1992). Factors such as the gender and temperament 
of the infant, life-style, marital relationships, current or previous parental relationships 
and the availability and use of socially supportive relationships were also considered 
to be significant, (Gilbert, 1992).
Cox (1988) discussed the part played by cultural practices, and observed that in 
western cultures very little is done to help mothers to become reintegrated into the 
social roles which they had before pregnancy. Therefore it is likely that they will 
become socially isolated at home following childbirth, (Boulton, 1983). Weisner
(1986) gave consideration to cultural practices and the importance of facilitating 
proximity between the mother and child after birth and suggested that, in years to 
come, if this practice becomes the norm it might play a part in the prevention of 
postnatal depression, (Gilbert, 1992).
Some have discussed the personality of the mother, and while Kumar and Robson 
(1984) did not identify any association between neurotic tendencies and depressed or 
non-depressed postnatal mothers, Raphael-Leff (1986) considered that it was 
important to recognise that each individual’s orientation to mothering might influence 
a mother’s interaction with the baby, soon after the birth. Thus mothers who make the 
baby the focus of their life may become depressed if they experience separation from 
their baby early on. There are those mothers who want the baby to fit into their 
lifestyle and, if they feel forced to spend too much time with their child, they may
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experience a sense of loss of their independence and separateness consequently they 
become depressed, (Raphael-Leff, 1986). According to Arieti and Bemporad (1980b) 
being psychologically prepared to become a mother is an important factor and to be 
otherwise, may lead to depression, (Gilbert, 1992).
Causes of Postnatal Depression
Various links have been made between the events which occur at around the time of 
childbirth, and the relationship to maternal distress and postnatal depression. The 
organic model of postnatal depression appears to subscribe to the theory that 
psychiatric disturbances are due to some underlying physical causes, (Littlewood et al, 
1997).
Dalton (1980,1984,1985) developed an organic model in which dramatic fluctuation 
in the progesterone levels was found to give rise to the development of postnatal 
depression. Other studies, such as those of Oakley (1992), indicated that the 
medicalisation and pathologisation of childbirth significantly increased the risks of 
postnatal depression being diagnosed, (Littlewood et al, 1997).
Niven (1986) highlighted the effects of the traumas of childbirth, which some women 
described, after giving birth, as being like a post-traumatic stress disorder. Kitzinger
(1992) identified women’s descriptions of their feelings of powerlessness during 
labour, which they recall as negative birth experiences thus highlighting various 
psychological, and sociological causes of postnatal depression, (Littlewood et al,
1997).
Endocrinological causes o f  postnatal depression
Dalton (1996) made observations that during pregnancy the levels of progesterone can 
be increased by three to fifty times the normal level of a menstruating woman. In the
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early part of pregnancy the ovaries are the primary source for the production of 
progesterone, however later on in pregnancy the placenta takes over this function. 
With the abrupt delivery of the placenta, at the time of parturition, there is a 
significant reduction in progesterone levels and those women who are particularly 
sensitive to hormonal changes, may find this difficult to accommodate, (Dalton, 
1996).
Prophylactic hormonal treatment following the delivery might allow more gradual 
return to the normal levels of progesterone and there is evidence to suggest that 
treatment with progesterone, in established postnatal depression, is effective, (Dalton, 
1996). Pritchard et al (1996) and Harris et al (1996) highlight that other hormonal 
factors, such as the rise in Cortisol levels, may be associated with the development of 
postnatal depression, (Littlewood et al, 1997).
Gregoire (1996) indicated that oestrogen therapy was found to be of benefit to some 
women, and studies done by Pope et al (1991) and Harris et al (1992) highlighted the 
benefits of providing treatment for thyroid dysfunction, (Harris et al, 1996).
Whatever the endocrinological aetiology, according to Hamilton (1989) there are well 
defined patterns of psychiatric disturbances, which are linked to hormonal changes. 
Thus the timing and development of mental disturbances, in the postnatal period, 
support the theory, that the onset of postnatal depression, may be related to 
postpartum hormonal changes, (Littlewood et al, 1997).
Medicalisation and pathologisation o f childbirth
The Peel Report (1970) and later, the Court Report (1976), both called for 100% 
hospital confinements for pregnant women, (Littlewood et al, 1997).
Sherr, (1995) refers to the studies by Chalmers and Richards, (1997), Chard and 
Richards (1977), Chalmers et al (1989) all of which indicate that although medical
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interventions during labour and childbirth are useful, they can sometimes be to the 
detriment of the mother’s psychological health. Medical interventions may ignore the 
mother’s feelings and requests, and consequently she may experience increased 
feelings of stress, which persist beyond the postnatal period, (Sherr, 1995).
Oakley (1992) identified that between 1970 and 1980, when there was a consumer 
demand for medical interventions in maternity care, these interventions had 
detrimental effects on the personal identity of some women. At that time medical staff 
saw mothers as mainly having the function of nurturing a baby throughout pregnancy, 
following which the ‘institution’ would take over responsibility for its delivery, using 
high technology. In this respect, Littlewood (1997), highlighting the studies of Inch 
(1982), refers to the cascade of interventions, which may follow the induction of 
labour. Confinement due to the imposed restrictions, during the time of intravenous 
drip infusions and foetal monitoring, are examples of such interventions. In some 
cases, a caesarean section may be carried out solely to relieve foetal distress, 
consequently avoiding infant morbidity, however Caesarean section may be carried 
out for the convenience of the obstetrician rather than the well-being of the mother or 
child. In some instances analgesia may need to be given to relieve the increased pain, 
which is associated with induced labour, which may alter the mother’s perceptions of 
her experience. Epidural procedures used to relieve pain may lead to forceps delivery 
and the need for episiotomy, which are radical invasive experiences, and may lead to 
a further need for recovery. Studies of the side effects of epidural interventions for 
pain relief show that headaches and epidural accidents can have long-term, deleterious 
effects (Sherr, 1995). These outcomes could mean that babies may require care in a 
neonatal unit, to relieve ensuing foetal distress. In these instances the mother and baby 
relationship may be adversely affected because of early separation from each other,
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(Sherr, 1995). The studies of Cartwright (1979), Chalmers et al (1976) make links 
between the inadequate preparations of women for the induction of labour, which in 
some instances does not carry any advantages, (Sherr, 1995). The studies of Enkin et 
al (1989) also highlighted inefficiencies in the preparatory care given to women for 
induction, particularly psychological preparation, was not provided, (Sherr, 1995). 
Oakley et al (1990) identified that caesarean section is major abdominal surgery but 
because it is often not recognised as such, the physical activities, from which other 
categories of patients on a surgical ward are protected, may not be extended to newly 
delivered mothers. Consequently it seems reasonable to expect that the pain and 
discomfort of surgical interventions during delivery may mar the many pleasurable 
experiences of childbirth, which mothers may have anticipated, (Sherr, 1995). 
Welbum (1980) indicated that the medicalisation of childbirth in association with the 
dis-empowerment of women could contribute to postnatal distress and depression in 
terms of the number of caesarean operations which follow unsuccessfully induced 
labours. It was the view of the researcher that women felt that their labours were 
artificially controlled, and their preferences were for more natural labours, (Welbum 
1980). Sherr (1995) provides another perspective of research into the consequences of 
interventions, and like Morgan et al (1982) and Niven (1988) identified that pain 
relief has positive as well as unpleasant side effects. While some mothers welcome 
pain relief, consideration was given to the feet that infants of mothers who were given 
Pethidine tended to exhibit depressed sound localisation, depressed respiration and 
also depressed feeding patterns. Thus the early establishment of a close interaction 
between mother and baby may be adversely affected and it is possible that some 
mother’s experience reduced alertness to their baby, (Sherr, 1995).
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While physical interventions are necessary it seems that careful monitoring of the 
needs of mothers, as individuals must be balanced with the outcomes of interventions, 
so as to facilitate the well being of mothers and their infants.
Pethidine Hydrochloride §0 mg/mL 
Indications: Moderate to severe pain, obstetric analgesia; peri-operative analgesia.
Dose: Obstetric analgesia, by subcutaneous or intramuscular injection, 50-100mg repeated 1-3 hours 
later if necessary; max. 400mg in 24 hours, British National Formulary (BNF 38) September 1999
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SOCIOLOGICAL PERSPECTIVES OF POSTNATAL DEPRESSION
A number of researchers have highlighted links between post-natal depressive states 
and social factors. Thorpe et al (1991), make links between maternal depression and 
fatigue in instances where there is an inadequate level of social support or a stressful 
postpartum environment. Additionally, postnatal depression may be more common 
where there are extra burdens of care as may be the case for single mothers or mothers 
with twins, (The Marce Society, 1994).
Boulton (1983) concluded, that approximately two thirds of mothers who were 
studied, enjoyed looking after their children. The other one third found the experience 
unrewarding and irritating due to the inherent stresses of the responsibility, less time 
for self-care, and feelings of a loss of self-identity. Consequently, this latter group was 
prone to feelings of despair. (Littlewood et al, 1997). Oakley (1979) argued, that 
feelings of depression might come as a result of several losses at the time of childbirth 
in terms of finance and status, personal space and freedoms as well as the expectations 
of society. The part played by the hospitalisation and medicalisation of childbirth and 
the consequences in terms of the development of postpartum blues, which could lead 
to postnatal depression, were highlighted. Contributory factors included separation 
from home and family during a hospital stay, inflexible ward routines, staff who could 
be unsympathetic and impatient, communication difficulties and conflicts which may 
arise between staff and patients. (Oakley, 1979 and Littlewood et al, 1997).
Elliott, (1990) describes maternal depression as an universal experience which 
stretches across social boundaries, and includes unsuspecting families who have no 
particular anxieties about conception or childbirth, nor have a history of mental 
disorders. (Littlewood et al, 1997).
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Motherhood is a major life transition, which has a wide impact on families and 
communities across all societies, (The Marce Society, 1994). Some argue, that 
postnatal depression is a social construction of a predominantly patriarchal society. 
For example, Oakley (1993) highlights that there are two main biological events in a 
woman’s life, namely menstruation and childbirth, and both of these generate certain 
tensions that can make women ill. Most women menstruate and approximately 90% 
give birth, therefore women are likely to be labelled on account of having a womb. It 
would appear that women are socially disadvantaged because obstetric care takes 
place mainly within male dominated environments. Consequently women who 
become depressed may find it difficult to engage sufficient of the carer’s attention to 
meet their emotional and psychological needs, and often even their more obvious 
physical discomforts, are ignored, (Oakley 1993). In making this observation Oakley
(1993) refers to studies by Shepherd et al (1966), which indicate that more women 
than men are admitted to hospitals and receive prescriptions for psychotropic 
medications, consequently they are more likely to receive a psychiatric diagnosis, 
(Oakley 1993). Agreeing with Oakley, Ussher (1991) highlights the feminist 
perspective of childbirth, which purports that the label of postnatal depression serves 
the interests of a patriarchal society that may find it convenient to label women as 
being mad, (Littlewood et al, 1997). To support this view, Oakley (1993) also cites 
the observations of Boverman et al (1970) regarding sex role stereotypes in clinical 
judgements about mental health. Herein, it was shown that competent individuals 
were identified as having male characteristics, while those that were judged to be 
‘incompetent’ had feminine characteristics. This phenomena it suggests, serves the 
interests of psychiatrists and psychologists, who continue to reinforce the images of 
women from a medical perspective, (Littlewood et al, 1997). It has been suggested
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that some women dislike being labelled as depressed. Others welcome a diagnosis 
which provides them with an explanation for the distresses they experience, which are 
largely out of their control. This raises the issue of whether a label of depression may 
cause personal experience of lowered self-esteem and possible antagonism towards 
carers (Littlewood et al, 1997), or whether a label is a licence for care. The issue of 
labelling may be important to some because mental illness associated with childbirth 
continues to carry a social stigma. This may be compounded by the cultural image of 
motherhood as being a naturally occurring and inherently feminine quality. A 
different image invites intervention through the state, mental health and social 
services, (Littlewood et al, 1997). In the wider society ill health is often associated 
with treatment by clinicians in institutions for the sick, therefore the mentally unwell, 
require care from others, (Nicholson, 1997). Thus, some mothers may construe the 
availability of treatment to be a benefit. Dalton (1996) put forward the idea that the 
condition of postnatal depression may need treatment in medical terms because of the 
hormonal imbalance, which occurs at the time of parturition. Thus according to this 
view, far from being a social construction of a patriarchal society the condition of 
postnatal depression may have a physiological cause, and sight should not be lost of 
the feet that where biological aspects of postnatal depression take precedence, 
psychological causes should not be excluded. Failure to recognise this potential may 
put the mother at risk from receiving inadequate levels of care, (Dalton, 1996).
66
MEDICAL PERSPECTIVES OF POSTNATAL DEPRESSION
According to Crawford (1980), and Hiller (1991), medicalisation is a sociological 
term which was applied to human life in the late 20th Century. It became a means of 
defining and controlling social processes through which concepts of health and illness 
could be mediated (Thomas, 2000). According to Oakley, (1980) the medical 
profession has redefined childbirth from a potentially pathological perspective, in 
which increasing levels of medical intervention and control are required, (Thomas,
il. .L
2000). Traditionally, in the 16 and 17 Centuries, women were viewed as healers 
and were excluded from the male dominated profession of medicine, (Thomas, 2000). 
According to Oakley (1984), Towler and Brammall (1986) and Calnan (1989), 
women’s conditions, pregnancy and childbirth in particular became medicalised, 
(Hepinstall, 2000). During the 20th Century, regulation and control of women’s 
sexuality for example, were passed from the church to the state, this resulted in 
medical control of pregnancy, childbirth and motherhood. Thus the passage from a 
social to a medical domain became prevalent. It followed that women’s locus of 
control changed from a female to a male dominated sphere, (Hepinstall, 2000). 
According to Rutter (1966) locus of control is a significant concept within social 
learning theory. Through this concept, individuals define and measure the amount of 
personal control which they have over their life events, in terms of their internal 
experiences of personal control and power, and external influencing factors such as 
the influences of other people, luck or fate, on life events, (Sheridan, 2000). 
Universally childbirth is socially significant according to the time and place in history 
as well as cultural variations. Thus concepts of culture apply in this instance, to 
postnatal mothers as well as professional and lay carers. According to Macintyre 
(1977) childbirth is surrounded by rules, customs and prescriptions and is the subject
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of social controls and sanctions, (Hepinstall, 2000). According to Campbell et al
(1987), in Britain there is a move away from the institutionalisation of childbirth. The 
DoH publication, Changing Childbirth (1993) identified a trend towards increasing 
opportunities for women to choose where to give birth, (Hepinstall, 2000). 
Technological advances, promote active management of labour by midwives and 
obstetricians as a means of progressing labour. According to Balaskas (1981) there are 
occasions when ‘active’ birth should be promoted. Thus women themselves and not 
their objectified wombs become the focus of labour, (Hepinstall, 2000).
Some view the transition to motherhood to be culturally determined and socially 
controlled. Motherhood is considered to remain the proof and hallmark of adulthood, 
womanhood and feminity (Hepinstall, 2000). Murcott (1980) and Phoenix (1991) 
examined the concept of the maternal instinct as being a naturally occurring 
instinctive phenomenon. They concluded, that ‘normal’ reproduction remains a social 
construction which is particularly judged by marital status, (Hepinstall, 2000).
Social status such as race, social class and gender, infers homogeneity within groups, 
but it is an oversimplified view, which ignores the complexities of individual’s 
personalities and their lifestyles, (Hepinstall, 2000).
In instances where mothers are identified as cases in relation to organisational needs, 
rather than by their personal needs as clients and subjects, there is danger that carers 
might loose sight o f ‘the person’ in a search for treatable cases, (Prior, 1998) Within 
psychiatry and social science a case may be regarded as a human subject and / or 
something else that is exemplified through recognisable features of that subject. In 
studies done by Brown et al (1978), mothers with postnatal depression were identified 
as cases which were initially seen as both individual women, and also as episodes of 
diagnosed depressive disorder. The data which led to these labels were collected
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through questionnaires, interactive interviews and discussion groups. Thus the tools 
that were used extracted important data about clinical depression from ‘isolated 
subjects’, (Prior, 1998).
Debates about the social construction of postnatal depression within medical 
sociology and the sociology of science, is ongoing. The instances where mothers with 
postnatal depression who are labelled as cases, are socially constructed through social 
and organisational relationships that can have useful practical applications. However 
labels which are applied to mothers as cases or subjects, still have to be verified 
through social processes in the presence of organisational needs, resources and 
activities. By nature, organisations tend to relate to mothers in terms of what they can 
offer each mother with postnatal depression, irrespective of their psychiatric or other 
problems, (Prior, 1998).
THE BIOPSYCHOSOCIAL PERSPECTIVE OF POSTNATAL DEPRESSION
George Engel (1980) developed this model of postnatal depression as an alternative 
view to the scientific constructions purported to be found within medicine and 
psychiatry. Traditional bio-medicine adheres to a disease model that operates within 
three particular arenas.
1. The reductionist arena of molecular biology, which explains all biological events.
2. Mind-body dualism which separates mind from body.
3. Exclusion of phenomenon, which cannot be explained biologically, (Milgrom et 
al, 1996).
The biopsychosocial model supports a general systems theory which acknowledges 
the value of the study of minute and complex molecular cells and tissues, personal
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experiences and also the influences of communities and social norms, all of which 
work interdependently.
The advantages of a biopsychosocial model are considered to include, improved 
patient/practitioner relationships, cost effectiveness, preferred care in the community 
as opposed to care within institutions, reduction in drug and surgical interventions and 
appropriate use of diagnostic tests, (Milgrom et ai, 1996).
Within this model concepts of postnatal depression move away from the notion of 
effects of risk factors to a notion their specific interactions and how these can be 
moderated and appraised in order to provide appropriate holistic interventions.
This highlights that vulnerability factors of individual women may occur prior to 
pregnancy and determine their susceptibility to postnatal depression. Factors may 
include factors of maturation, development, life experiences and personality. 
Additionally, there are precipitating factors, which occur around the time of the birth, 
which trigger postnatal depression. These include, stressful events before, at, and after 
the birth, faulty cognitions, lack of social support, poor coping skills, biological and 
hormonal imbalances and cultural expectations. Importance is also given to the effects 
of the values and beliefs of significant others regarding postnatal women who are 
depressed. Thus women’s behavioural responses may exacerbate and maintain their 
depression leading to increased feelings of inadequacy, guilt, anxiety and frustration 
which consequently intensify emotional responses resulting in feelings of isolation 
and the development of faulty cognition in terms of seeing motherhood as an 
exclusively positive experience, (Milgrom et al, 1996).
Research by Milgrom et al, 1996, concluded that genetic factors and changes within 
the central nervous system during stressful situations influence cognitive appraisal of 
the stress thereby exacerbating and maintaining depression. It is suggested, that
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multiple stressors contribute to the development of postnatal depression, therefore 
highly vulnerable women might develop postnatal depression in the presence of low 
levels of precipitating factors while less vulnerable women might react to elevated 
levels of precipitating factors, (Milgrom et al, 1996). Lack of social support might 
contribute to postnatal depression and severe multiple stressors might compound the 
depression, (Milgrom et al, 1996).
In providing care for postnatal women who are depressed a holistic approach 
therefore seems to be necessary, and is likely to be most useful in promoting positive 
changes in many areas of women’s lives. Where there is incongruence and distortions 
in cognition and behaviour, ‘treatment’ is likely to reduce the unwelcome effects of 
postnatal depression in women, (Milgrom et al, 1999).
PSYCHOLOGICAL PERSPECTIVES OF POSTNATAL DEPRESSION
Raphael-Leff (1991) considered psychological approaches to postnatal depression and 
purports that each mother’s system of belief underpins her orientation to mothering. 
As a consequence, negative early childhood experiences could lead to depression later 
on, (Raphael-Leff, 1991) Schaffer (1996) highlights the studies done by Bowlby 
(1969,1973,1980), regarding the theory of attachment and mother-infant bonding, 
and the part that this plays in the child’s behaviour in later life. Bowlby (1951) 
concluded, that postnatal depression had long-term deleterious psychological effects 
on the child, (Schaffer, 1996). The importance of mother-child bonding was also 
explored during the post-war period in a more detailed study by Rutter (1966), who 
reassessed the implications of maternal deprivation. This study influenced the 
development of social policy which encouraged mothers to stay at home to care for 
their children, (Rutter, 1966 and Littlewood et al, 1997). These policies were disputed
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by many, particularly the second wave feminist movement, which suggested that 
Rutter’s work and the resulting social policy caused social isolation for many women, 
(Littlewood et al, 1997).
Although there are a wide range of purported physical causes of postnatal depression, 
(Elliott, 1989; Sherr, 1995; Dalton et al, 1996; Pritchard et al, 1996 and Littlewood, et 
al 1997) it is suggested that psychological causes are more feasible. Psychological 
approaches to care have therefore focused on the value of a counselling input, which 
ranges from self-help to more specific psychotherapeutic interventions both within the 
National Health Service, and in private practice, (Elliott, 1989).
The therapeutic intervention of counselling may be carried out from a number of 
perspectives within counselling. These may include cognitive, behavioural, analytic, 
and person centred counselling psychology. A combination of different approaches 
may be adopted for the benefit of individual mothers, because people are complex in 
their makeup and are motivated to change for a wide variety of reasons, (Hayes, 1994, 
andHilgard, 1996).
Psychology and Postnatal Depression
Elliott (1989), refers to the psychosocial world of each mother as being of particular 
significance in determining wellness. According to this view, consideration is to be 
given to the relationship between the mother and significant others during and after 
childbirth. It is advisable that the process of the birth, relationship with the baby and 
the new role of being a mother, all contribute to the development of postnatal 
depression and should therefore be considered. Some mothers may develop delusions 
about their baby and cognitive distortions of how they see themselves as individuals 
and as mothers. These factors may contribute to the development of excessively
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negative views of their ability to be a ‘good enough’ mother. When mothers do not 
feel what they describe as an instant love at birth for their baby, some may doubt that 
they will ever develop this love in the ensuing nurturing years. It follows that the 
sufferer’s cognitive distortions may be reflected in her behaviour, giving rise to the 
need for professional input to help mothers to develop insight into their depression. 
Psychological consequences of postnatal depression include development of poor self­
esteem, in terms of being able to parent adequately. Women may also feel regret for 
the time spent in a state of depression rather than a fully functioning mother in the 
very early days of their child’s life. They may then be fearful of the long-term effects 
on the child’s behaviour, particularly if there is no one else to provide adequate levels 
of affection and care during the period of depression, (Elliott, 1989).
COUNSELLING PSYCHOLOGY AND COUNSELLING 
Counselling Psychology
Counselling psychology is an applied area of psychology, which aims to help 
individuals to live life more effectively. It is distinguished from psychiatry and 
clinical and educational psychology, by the emphasis, which is given to well-being 
and self-actualising rather than sickness, severe disturbance and maladjustment, 
(Nelson-Jones, 1982).
Counselling and Psychotherapy
The British Association for Counselling (BAC) defines counselling as a human 
activity which attests to the willingness of one person to help another in his or her 
psychological journey through life. The counsellor brings to this work varying
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degrees o f training and practical experience, but always a professional attitude and 
the insights o f his or her own experience o f living” (Aveline, page ix, 1996). 
Essentially counselling is a purposeful relationship in which one person helps another 
to help him or herself, and both the client and counsellor experience personal change. 
The counselling relationship is characterised by certain core conditions, namely 
empathic understanding, respect for the client’s autonomy and congruence in the 
counsellor’s attitude towards the client. It utilises a set of activities and methods. The 
psychological process can be defined in terms of theory and practice, which falls 
broadly into three main groups namely, Psychoanalysis, Behavioural and Humanistic, 
approaches. (Nelson-Jones, 1982).
Sigmund Freud (1856 - 1939, developed the psychoanalytic approach, which purports 
that people are to a greater or lesser extent, affected by unconscious drives and 
motives. Therapy works through gaining insight into, or suggestions for, modes of 
behaviour. Thus the therapist adopts the role of a parental figure, who uses argument 
to convince the patient to make the desired changes. Insight requires the patient to be 
completely candid about life experiences which caused their psychological distress, 
and to be ready to confront those things that they had spent their lives evading. To use 
this approach to treat postnatal depression might be inappropriate, not least of all as 
the process would be particularly time consuming and assumes that all patients are 
sufficiently motivated to understand themselves better and have a richer life, (Nelson- 
Jones, 1982).
John Watson (1913; 1919; 1924) developed the Behavioural approach. This purports 
that all human behaviour is learned therefore if necessary, behaviour can be unlearned 
through a process of positive reinforcement. He considered personality to be a series 
of activities, which can be identified through observation over a long period of time.
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Consequently diagnosis of mental disorders comes from the analysis of behaviour, 
and personality problems are considered to be behavioural disturbances and habit 
conflicts, which can be cured by unconditioning and conditioning, (Nelson-Jones, 
1982). Again this approach requires observation over a long period of time and 
ignores the more human qualities of feelings and personhood of individuals. 
Consequently, mothers who have postnatal depression would need to have much 
insight into their depression and be sufficiently motivated to participate in therapy 
over a prolonged period of time, (Ewen, 1993).
The Humanistic approach developed from a movement which began in America 
through the work of psychologists such as Carl Rogers, (1902 -  1987) and Abraham 
Maslow (1908). Rogers and Maslow emphasised self-actualisation theory, in which 
human nature is viewed to be inherently healthy and constructive. This challenged the 
deterministic psychodynamic and the mechanistic behavioural approaches described 
above. Humanistic theory purports that people are essentially free and responsible for 
their own conditions. Carl Rogers (1902 -  1987) developed the Person Centred 
approach to counselling from this school of thought. Rogers believed that people were 
by nature good, and that effective counselling came about through trusting individuals 
to find their own way through their problems. Rogers noted, that counselling provides 
individuals with the means to change their faulty self-concepts. They come to accept 
themselves and their feelings more fully. Self-confidence develops and individuals 
become more self-directing. Thus they adopt more realistic goals and behave more 
maturely, are more accepting of others, more open to evidence of internal and external 
experiences. As a result their basic personality is constructively changed, (Rogers, 
1967 and Ewen, 1993). This approach facilitates ease of access for mothers who have 
postnatal depression to those who offer help for psychological distress. The
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relationship between the helper and the client/patient is of primary importance, 
however, this does not exclude eclectic approaches to counselling that might be 
helpful for individuals.
Approaches to counselling and psychotherapy embrace concepts from a variety of 
experiential and existential therapies. These give importance to expression of 
emotions through a variety of techniques for example Person-Centred and Gestalt 
therapy. Person-Centred therapy is primarily about the therapists’ way of being with 
the client, to enable them to realise their full potential and experience psychological 
well being. Gestalt therapy focuses on stimulating in-session experiences through 
therapeutic experiments or exercises. Emphasis is given to the here and now as well as 
experiences and feelings, (Greenberg et al, 1994). There are issues about addressing 
the resultant psychopathology that can arise from four existential concerns. These are 
Death anxieties the implications for life, Freedom, and the ultimate responsibility. 
Existential Isolation in relation to building relationships, Meaninglessness, and the 
dread that might result. These are integral parts of existential psychology, (Yalom, 
1980, and Ewen, 1993). Existential psychology shares similarities with humanistic 
psychology and was promoted in America by psychologist, Rollo May (1909) 
Existentialists regard personality in terms of its dynamism and the feet that it is 
constantly changing and is inseparable from the physical and social environment.
Thus people choose their course in life irrespective of the knowledge that death is 
inevitable, never-the-less they must face the future courageously and assert their 
‘being’ In any event, it is the view of Wickbery et al (1996), and Holden et al (1989) 
that application of psychological strategies to deal with postnatal depression, are 
prerequisites for care provision, (Milgrom et al, 1999).
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THREE ORIENTATIONS IN COUNSELLING
Personal Construct Therapy
Kelly (1955) identified the theory of personal constructs. The main themes 
underpinning the model present individuals as using particular concepts to determine 
how to make sense of their external world, (Littlewood et al, 1997). Personal 
construct therapy is one of the experiential therapies and considers the person’s ‘self 
in terms of how they inter-relate with other systems and anticipate forthcoming life 
events. The goal of therapy is to help the individual who is psychologically ‘stuck’ to 
move beyond repeating the old patterns of behaviour so as to be able to continue to 
function well even after psychotherapy has ended. Therapists, see clients as scientists 
with whom they can promote understanding and solutions to the presenting problem, 
(Francella, 1990). In relation to postnatal depression, this approach suggests that 
individuals who have psychological problems should not be treated as being ill and 
requiring medical treatment instead it is more helpful for them to construe their world 
in ways that enable them to make predictions and avoid situations where they become 
‘stuck’ with psychologically debilitating behaviours. Thus, where factors that 
precipitate postnatal depression can be identified women can be helped to avoid 
troublesome issues, and adopt those that are helpful. However whilst this approach 
may be useful it ignores feelings, emotions and the need for therapeutic relationship. 
The therapist involved in providing care can be viewed as a scientist conducting an 
experiment, (Francella, 1990).
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Cognitive Therapy
Cognitive therapy was developed from the clinical practice of Aaron Beck, (1979). 
An American scientist, Beck studied depressed patients to arrive at a cognitive theory 
of depression, which later contributed to research into cognitive therapy for 
depression. This approach is structured towards time limited, present-centred and 
structured counselling which works well in NHS settings, (Moorey, 1990 and Corey, 
1996). The approach is particularly suited for use in primary care, particularly where 
emphasis is placed on using counselling skills, rather than formal counselling, 
(Hudson et al, 1997). Cognitive therapy attempts to change behaviour by influencing 
thinking, through which automatic negative thoughts are replaced by a more positive 
mental attitude, to relieve depression. Clients are taught to monitor their thought 
processes and to test the reality of these. Each negative thought is treated as a 
hypothesis, which is tested in a collaborative way, (Hollon et al, 1994).
Criticisms of cognitive therapy for depression include, the focus which is given to 
cognition at the exclusion of other human experiences such as emotions, exploration 
of unconscious motives, underlying conflicts and past experiences. Some patients 
consider this approach to be too confrontational and structured, (Corey, 1996). More 
recent developments in cognitive psychology have purported a more integrative 
approach, which accommodates cognitions as well as human emotions.
Person Centred Counselling
Studies suggest that the person centred approach to non-directive counselling can 
work well for mothers experiencing postnatal depression, thus the incidence of 
psychiatric and psychological morbidity can be reduced, (Gilbert, 1992; Elliott et al, 
1993, and Almond, 1996). The person centred approach, is based on self-psychology,
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and is one of the experiential therapies (Rogers 1951; Yalom 1980; Greenberg et al, 
1994 and Rowan 1996). Carl Rogers (1902 -  1987), founded person centred therapy 
but other theorists and practitioners have incorporated the approach into their ways of 
working, (Yalom, 1980).
The person centred approach to the use of counselling and counselling skills is 
primarily about the helpers’/counsellors’ way of being with each client. It advocates 
the creation of a climate often referred to as the three core conditions for effective 
therapy. These include Genuineness or congruence, wherein each individual 
develops an awareness of, and gives value to their complex thoughts and attitudes 
within a climate of transparency. This inspires trust between the client and the 
counsellor. Unconditional positive regard facilitates full acceptance of what each 
client brings to counselling, which they express as being real for them. In so doing 
each individual can be encouraged to live in the present and identify unhelpful self- 
concepts in preference for those which are more useful for them.
Empathic understanding takes into consideration the individual’s subjective view of 
the world to enable them to understand that they are trustworthy and capable of 
trusting themselves to choose their preferred way of being, (Rogers, 1980; Meams et 
al, 1988 and Thome, 1990). Others advocate the importance of understanding 
personal ideas, perceptions and values that are peculiar to each individual, as self­
perception influence how people view the world and interpret their experiences, in 
relation to self. Self-concept however does not necessarily reflect reality because each 
individual has ideas of their own needs, which are important at a personal level, 
(Meams et al, 1988 and Rowan, 1986). Person centred therapy acknowledges the 
client’s phenomenological awareness of personal experiences as the primary basis for 
therapy, (Greenberg et al, 1994). When used to treat depression attention is given to
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the client’s needs, which have not been met because of some disappointment or 
frustration. Feelings of not being a good enough mother, or having to give up 
employment to stay at home to provide child-care are examples of situations which 
can create many tensions, and lead to depression, (Gilbert, 1992). Jack (1991), refers 
to assumptions about the self that are important in defining the theories of depression. 
The role of attachment and loss in physic life as well as perceptions of the separate 
and the relational self, are highlighted, (Greenberg et al, 1994).
The therapist holds the assumption that both they and their clients are trustworthy and 
that individuals will instinctively move towards realising their frill potential. By being 
open to their experiences they can become fully functioning, (Rogers, 1951). The self 
is differentiated from self-concept in that the former relates to the 
biological/physiological potentialities and capacities, whereas the self-concept is the 
individual’s perceived concept of self, which does not always correspond with the 
organismic self, (Nelson-Jones, 1982).
The goals of therapy are to establish a relationship with the client so that they can face 
the anxieties and confusion, which come when their self-concept is challenged, thus 
leaving them with experiences, which do not fit their perceptions. Clients can be 
helped to move through and beyond confusion, and enabled to feel free to choose their 
preferred way of being. In this way, the climate for therapy engenders a psychological 
attitude whereby the client can work with their own inner wisdom and capacity for 
self understanding, to change self defeating behaviours and actions, (Rogers, 1951 
and Nelson-Jones, 1982). Limitations of person-centred therapy include possible 
passivity and inactivity on the part of the counsellor or helper, which might interfere 
with the reflective process. Some clients make better progress through the use of more 
directive and structured techniques, (Corey, 1996). This suggests that some
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counselling practitioners might place more value on active interventions within the 
formal counselling scenario than the individual’s personal reflective process, (Bergin 
and Garfield, 1994). As Rogers (1967) identifies, the person centred approach is not 
dogmatic and it should be used as a tool to advance knowledge, (Nelson-Jones, 1982).
COUNSELLING RESEARCH
When raising questions as to whether or not counselling works. Rowan, (1986) 
emphasised the importance of collaborative and experiential research wherein 
research carried out in this field with rather than on people deepens understanding and 
develops strategies for dealing with troublesome issues. Thus there has been a 
movement away from old paradigm research that measured variables within analytical 
and behaviourist approaches, to new paradigm research (Greenberg et al, 1994 and 
Rowan, 1986).
New paradigm research is one of co-operative enquiry in which the interactions 
between people are used to offer empirical evidence for the research conclusions.
It purports, that within the social sciences the rigidities of quantitative study can be 
overcome by an interpretative approach wherein social relations can be discovered 
and transformed. According to Rowan, (1986 and Heron, (1997a) new paradigm 
research is concerned with the way that human beings work during the process of 
therapy, and it considers what brings about personal change.
Asch, (1952) and Ninoska Marina (1982) presents a cycle model of new paradigm 
research which considers people’s way of being, and their thought processes in the 
context of how these can be measured to present a clear picture of how and why and 
at what point, therapy works, (Rowan, 1986, and Heron, 1997a). Rowan presents a 
five-stage model, which identifies concepts such as Being and the prevailing
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influences. Thinking is influenced by the subject’s values and the values of others that 
are significant to them. The project searches for the answers. Old paradigm research 
would depend at this point on the opinion of one person, possibly the therapist, 
whereas new paradigm research would be a collaborative approach of like-minded 
people. Those for instance who have or are being treated for depression and are in a 
key position to observe and record their observations. The encounter would take place 
where action is initiated so as to test the reality and to record these findings. Making 
sense of the meaning of the experience would lead to the Communication of what has 
been discovered to self and others. Rowan (1986) refers to the studies ofNinoska 
Marina (1982) who suggests, that therapy is about self and others and that the sense of 
self, post therapy, is very different to that which was held pre therapy. The effect of 
therapy, therefore, can be viewed to work for some, more than for others. Because 
change is an integral part of the process, it can be said that therapy does work,
(Rowan, 1986). According to Ninoska Marina (1982), in view of the perceived 
efficacy of a new paradigm approach to therapy, there is a well developed sense of 
self, pre and post therapy and the ways in which language is used, are clearly 
demonstrated to be important for therapeutic change. Thus the new paradigm 
approach is perceived to work well. It would be of value therefore to examine whether 
health visitors should and could adopt new paradigm approaches to care for women 
with postnatal depression, (Rowan, 1986).
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EXAMPLES OF HEALTH VISITOR’S WORK WITH POSTNATAL
MOTHERS
Longitudinal studies have been carried out in Edinburgh, Lewisham, and North 
Staffordshire, (Gerrard, 1993), Health Visitor Intervention in Postnatal Depression to 
examine the effectiveness of the EPDS, used in conjunction with the non-directive 
counselling as preventative measures used by the health visitor to combat postnatal 
depression, (Cullinam, 1994). These studies entailed training health visitors to detect, 
treat and prevent postnatal depression using previously successful strategies. Eighty 
health visitors completed a programme in which they were trained to use the EPDS, 
and non-directive counselling as preventative strategies. Baseline measures were 
taken of health visitor’s knowledge before and after 20 hours of training. Data about 
the incidence of postnatal depression were taken from 1001 women. Subsequently, 
health visitors, screened women on three occasions over the nine-month period of the 
programme. Results indicated that the incidence of depression in which women 
scored above 12 on the EPDS was reduced from 19.3% to 9.8% at the end of the 
programme. This reduction was attributed to the implementation of preventative 
programmes using non-directive counselling techniques, which resulted in measurable 
degrees of positive mental health states among mothers, (Gerrard, 1993).
Outcomes of this research showed that health visitors considered the postnatal period 
to be a time in which to develop relationships and partnerships with families, and to 
screen for postnatal depression, thus primary preventative intervention for the child 
and secondary prevention for the parents could be achieved. This outcome was 
demonstrated even in instances where mothers felt unable to articulate their feelings 
of depression, or ask for help, (Cullinam, 1994). Additionally the studies showed that 
the EPDS was found to be a reliable and valid tool, which helped to establish, shared
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protocols and agreed referral paths by health visitors. Priority could therefore be given 
to mothers identified as having postnatal depression, through the use of a standardised 
tool which has stood up to scrutiny. The outcome of this study indicated that health 
visitors identified the need for training in the use of the EPDS so that it could be used 
efficiently, and in so doing they confirmed the validity and acceptability of this tool. 
However, repeated use of the EPDS in combination with listening visits was found to 
maximise the detection rates of postnatal depression and accelerate the mothers’ rates 
of improvement, (Seeley et al, 1996 and Leviston et al, 1999). It must be remembered 
however that the EPDS has its limitations, (Seeley, 2001). Specifically the National 
Screening Committee found that the EPDS was not meeting the criteria for which it 
was established. In the light of these points, it is important to keep the use of the 
EPDS in perspective and appreciate its validity as a useful tool, providing only when 
it is accompanied by adequate training and counselling skills which facilitate listening 
visits.
A small- scale descriptive survey, carried out by Painter (1995) in Sevenoaks over a 
3-month period to evaluate “Health Visitor’s Identification of Postnatal Depression ” 
indicated that health visitors found the identification and treatment of this condition to 
be a highly relevant issue in respect of needs identification. A sample of 8 health 
visitors and 56 mothers, participated in the study in which mothers were questioned 
about the value or otherwise, of the EPDS. Of those mothers who were included, 10% 
had scores above 12 on the EPDS whereas none of the other 15 mothers, who had not 
been offered the EPDS were identified as having postnatal depression. 6 out of the 9 
mothers who initially had high scores, later scored less than 10 after 4 to 6 weeks if 
counselling services were provided. 5 of the 6 health visitors who participated found
84
that the EPDS was acceptable to mothers and that it was an efficient way of using 
health visitor’s time. None of the mothers, who had postnatal depression, had been 
referred by other agencies, and had not referred themselves to any agency, a fact 
which demonstrates the importance of health visitor intervention in the identification 
and treatment of postnatal depression. In this study the health visitors subsequently 
referred some mothers to general practitioners, to the mental health teams or to local 
postnatal support groups. Some health visitors said that through applying counselling 
techniques they had learned that mothers needed information about appetite, eating 
habits, irritability, early waking, feelings towards baby, attitudes and feelings towards 
partners, and factors such as coping with housework, shopping, personal perceptions 
about postnatal depression and the perceptions of partners and friends, all of which 
are not covered by the EPDS. Health visitors highlighted that it would have been 
unlikely that frequent home visits would have been carried out, and relationships 
established in the antenatal period and soon after delivery, if it had not been for the 
use of the EPDS. However following the detection of problems using the EPDS, 
counselling home visits provided the ideal opportunity to discuss issues such as those 
identified above together with weaning, sleep, sexual relationships, returning to work, 
child care, weight control and healthy living programmes all of which created 
pressure for mothers. Health visitors therefore identified their own needs for training 
in the use of the EPDS, professional updating, and the development of counselling 
skills. Local provisions required to help those with postnatal depression, were 
identified as input from the National Childbirth Trust and the Community Psychiatric 
Nurse, especially for those mothers who recorded potentially high scores on the 
EPDS. Liaison with mental health teams and the establishment of self-help groups,
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which might be facilitated by health visitors but run by the mothers themselves, were 
also seen as desirable, (Painter, 1995).
The study indicated that health visitors wished to be proactive in their care for 
postnatal mothers and that they perceived that person centred care, tailored to suit 
individuals at their point of need was more relevant than more global strategic care. 
Additionally, the need for working in partnership with mothers was seen as crucial in 
delivering preventative care.
A project in Oxford, (McClarey and Stokoe, 1995) gave consideration to the benefits 
of “A Multidisciplinary Approach to Postnatal Depression ” The EPDS was utilised 
as a screening tool, combined with non directive regular listening visits by health 
visitors for mothers who were depressed. The aims of this multidisciplinary strategy 
were focused on the prevention of postnatal depression. All health visitors were 
trained to use their skills more effectively with postnatal mothers in order to raise the 
profile of the condition. It was acknowledged that the success of the project was 
dependent upon a strategic rather than a unilateral approach, and that collaborative 
efforts would be client focused and based on validated research so that they were 
feasible, reliable and valid. Keys to the success of this initiative were identified as 
high levels of negotiation. Value was given to support from nurse managers before 
training commenced, the support from GPs and the mental health services as well as 
clinical supervision and support for health visitors in the assimilation of their new 
roles. It was recommended that a postnatal action group, should include 
representatives from the departments of NHS purchasers, GP’s, community 
psychiatric nurses, health promotion consultants, psychologists, obstetricians, 
psychiatrists and that interest and participation should be promoted and sought from
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health visitors practitioners, in the field. It was envisaged that practitioners would 
develop an awareness of the benefit of preventative strategies in the management of 
postnatal depression, and of how knowledge could be adapted into current working 
practices. Health visitors were trained in active listening by the clinical psychologist 
and an obstetric liaison psychiatrist and use was made of the manual for primary care 
staff in the management of postnatal depression, which had been produced by Elliott 
et al (1993). Strategies gave focus to client centred approaches, particularly in relation 
to non-directive counselling skills to promote client empowerment. Health visitors 
were guided to understand postnatal depression, describe the symptoms and 
demonstrate an awareness of the theories surrounding its causes in more effective 
ways. Outcomes were, that all health visitors were reported to have found the training 
for the programme rewarding. They valued the monthly supervision and support 
meetings and peer group support that were part of the ongoing programme, The final 
impact of the programme showed that ongoing use of the EPDS and counselling was 
not necessary for some mothers, but that others benefited from non-directive 
counselling, antidepressant therapy and referral to a psychiatrist. This project was 
ongoing with a view to further evaluation of the extent of the reduction of maternal 
morbidity caused by postnatal depression and a quantitative audit of patient 
satisfaction with the service. In the final analysis it was hoped that the impetus and 
objectivity of the strategy would be maintained, (McClarey and Stokoe, 1995). It 
therefore appears that three patterns may emerge for the management of postnatal 
depression. Detection of the condition by health visitors using the EPDS and 
counselling skills, referral to the psychiatric services, or collaborative management by 
a multidisciplinary team.
87
In a study that was carried out in Southampton, by Eastwood et al, (1995), health 
visitors evaluated a programme “Promoting Peer Group Support With Postnatally 
Depressed Women ” Thirteen women participated over a period of 12 weeks. The aims 
were to establish support in order to reduce the risks that children face from the 
depressive behaviour of their mothers, particularly in relation to the building of 
emotional and attachment relationships, which can be adversely affected by postnatal 
depression. For example, mothers who had postnatal depression described experiences 
of decreased libido which were putting their relationships at risk, not least of all for 
the 9% of partners who were themselves identified by mothers to be depressed as a 
direct consequence of their postnatal depression.
Health visitors developed a time limited support group for mothers in order to reduce 
the possibility of their dependency on health visitors. Group intention was the 
preferred choice because groups could be used to replace some of the natural 
functions of extended families, which had demonstrably been eroded over time. The 
remit of these health visitors was to provide a service through an educational model in 
order to decrease the incidence and severity of postnatal depression. Thus mothers 
could be helped through the provision of anticipatory guidance, aimed at recognition 
and reduction of stressful demands and increased emotional support through 
individual and group psychotherapy. Conclusions drawn, were that individual 
counselling by health visitors was most useful in the long term, as group sessions did 
not relieve isolation and loneliness, especially when intensive input ceased. However, 
it was concluded that although individual counselling is empowering and cost- 
effective it is also necessary for mothers to become independent. Development of self­
esteem and the feeling of being valued by peers was a necessary adjunct to the 
development of confiding relationships with peers, which could secure lasting
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support, (Eastwood et al, 1995). It would therefore appear that to be wholly 
successful, individual counselling must be accompanied by some means of group or 
social support.
A project carried out in Southampton “Comrades in Adversity: The Group approach ” 
Pitts, (1995) was directed towards assessing whether access to a regular support group 
to discuss problems with peers and group counselling by health visitors was valuable 
to mothers. The aims of this project were to meet a community health need, provide 
structured protective time to share knowledge and experience and learn from each 
other, identify personal learning needs, feel safe within the group, build self- 
confidence and self-esteem, and provide a network of peer support. Seventeen 
mothers and two health visitors participated in the project, which covered 20 sessions, 
over a 6-month period.
Informative leaflets, about topics such as expectations of mothers, coping strategies, 
relaxation methods, anger-management, dealing with pre menstrual tension, 
relationships, assertiveness and management of stress, were provided, to increase 
understanding of postnatal depression.
The use of the EPDS and an attendance register were useful in evaluation of the 
project. Findings showed that structured, protected time for mothers in a forum where 
they could share knowledge and experience, in order to learn from each other was of 
value. Mothers had opportunities to identify their personal learning needs and build 
self-confidence and self-esteem. Troublesome issues which mothers identified 
included, difficulties in coping with babies and small children and fears that they 
might be unable to control their anger and feelings of utter despair, which could put 
their children at risk. Some mothers identified that partners had difficulty in coping
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with postnatal depression. Regrettably, partners were not included in the study 
because of pressures of time. Evaluation of the study showed that most of the mothers 
who attended identified their gains, as the development of trusting relationships in 
which they felt able to be truthful and were also able to forge supportive friendships. 
Conclusions highlighted that prior to the establishment of this project the DHSS 
community nursing returns, between 1972 and 1982, indicated that health visitors had 
only visited 0.5% of clients suffering from mental illness. The Trust audit for that 
authority in 1993 showed health visitor intervention in postnatal depression involved 
only 1.5% of families on their caseloads, while the national data indicated that health 
visitors should have expected ten times that number. It was argued that if cases were 
not being recognised then resources were not being made available to deal with 
postnatal depression. Health visitors identified, that mothers who had postnatal 
depression should have been a priority and that the programme interventions were 
effective in terms of gains for mothers and cost effective in terms of health visitor’s 
time, (Pitts, 1995). It was therefore obvious from this study, that the use of a screening 
tool such as the EPDS in conjunction with non-directive group counselling was an 
effective preventative measure in limiting the incidence of postnatal depression.
An ongoing open-ended project for one group of health visitors in collaboration with 
lay people, in Maidenhead “Facilitating Peer Group Support" (Jones et al, 1995), 
was a means of supplementing the care given to postnatal mothers. This sought to 
reduce the isolation which women who were postnatally depressed felt, to help them 
through this ‘illness’ and supplement the care given by medical and psychiatric 
services. Groups were structured and ground rules and contracts for working together 
were established and included, completing the EPDS at the initial visit and again six
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weeks later, as well as the provision of non-directive counselling. Mothers were 
canvassed and their interest to participate, elucidated. Volunteers in the main were 
mothers who had suffered from postnatal depression themselves but who had 
experienced two elapsed years since their recovery, and psychologist’s trained 
volunteers and health visitors, who were able to offer advice and support. Postnatal 
mothers were able to attend as often as they wished and were referred by NCT, other 
health visitors, GPs psychiatrists, psychologists, families and friends whilst some self­
referred.
In evaluating this programme it was acknowledged that many problems, which 
mothers experienced could not be solved, but nevertheless, health visitors saw the 
group as being of value, in that it provided mothers with a forum in which they could 
be with their peers and share common experiences. It was also apparent that mothers 
valued being listened to in ways, which were sympathetic and supportive, (Jones et al, 
1995).
Thus it was concluded that there was ample evidence to show that a structured 
approach by health visitors can promote the psychological well-being of mothers. 
These studies demonstrate that health visitors are able to translate research findings 
into practice, and provide a structured approach to the treatment of postnatal 
depression. Of particular value was the multi pronged health visitor approach of 
postnatal depression screening and counselling skills referral for psychiatric help and, 
the multidisciplinary person centred approach in which evidence based knowledge 
about the recognition and treatment of postnatal depression was fully used to raise the 
profile of mother’s needs, to target those needs and provide all the necessary 
resources that mothers and carers required.
91
SUMMARY OF THE LITERATURE REVIEW
There is much empirical evidence to support the concept of postnatal depression as an 
illness linked to childbirth. As the reproductive cycle is an inherent part of human 
experience, which entails major life transitions in physical, mental and biological 
functioning for women it may not be surprising that the processes involved may lead 
to depression. Although postnatal depression is characterised by many symptoms, 
which are not unlike other reactions to stress, the condition is identifiable by the 
timing and interactions, which are involved with childbirth, (Cox, 1986). To limit 
disruption and experience health, each individual may have a unique way of 
addressing the many tensions which accompany childbearing.
The biological, psychological and social theories of postnatal depression serve to 
inform those who suffer from the condition as well as those who offer help. While 
various theories present aspects of this real life phenomenon, individual mothers will 
relate their experiences in their own unique way according to how they see 
themselves, others and the world, at a particular point in time. This suggests that in all 
instances sociological perspectives of the condition should constitute a framework 
within which other causes may need to be considered. Many of the changes of 
pregnancy and childbirth such as the distinctive change in shape during pregnancy are 
clearly visible and within conscious experience. There are, however, many changes, 
which will only be manifested later on, mainly in terms of the psychological processes 
observable through changes in behaviour. These have far reaching implications for the 
individual mother, her child and her social network.
The aetiology of postnatal depression is in some respects, an unknown quantity 
because the occurrence cuts across all social barriers, even in the absence of previous 
psychiatric problems, or troublesome, physiological and social issues. The concept of
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self, adds to the equation of the reality of the experience of postnatal depression. 
Therefore it is necessary for those who offer care to be well informed about the 
condition and its implications, and to be able to convey appropriate knowledge to 
individual mothers. There is a need for carers to be available to adopt a proactive 
focus and provide a reactive response, to facilitate effective health care and to 
promote health. Thus care can be provided from the point of need through an 
interactive service, tailored to meet individual need, provided of course, that resources 
and commitment are available.
In explaining how health visitors manage postnatal depression, the questions which 
arise, concern the health visitor’s understanding of postnatal depression, the 
conditions women attribute the cause of their postnatal depression, and how they are 
affected by the experience. It is therefore useful to ascertain whether health visitors 
consider postnatal depression to be a product of previous and/or recent life events, 
whether health visitor’s concepts of postnatal depression may be confined to the 
domain of medical orientations of health, or whether they have other concepts about 
the identification and management of postnatal depression. In conclusion, current 
research appears to show that to be effective, health visiting intervention to limit the 
incidence and prevalence of postnatal depression should consist of the use of a 
screening tool (usually the EPDS) and the use of non-directive counselling either on 
an individual or group basis. Also there appears to be indications that some mothers 
may benefit from psychiatric intervention or a multidisciplinary approach to care. The 
aims and objectives of this study are to ascertain the extent to which these approaches 
form the basis of evidenced based practice in one health care trust.
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CHAPTER FIVE
METHODOLOGY 
INTRODUCTION - (General Considerations)
This study adopted a qualitative phenomenological survey methodology. Research 
tools were, face-to-face, semi-structured tape-recorded interviews, which were guided 
by an interview schedule designed for this study. (APPENDIX 2) The examination of 
Trust records for the purpose of defining the location of this study showed that 34 
health visitors fitted the criteria laid down for participant inclusion in the study. These 
criteria were that any health visitor participants should have been in practice for two 
years or more and should be experienced in dealing with postnatal depression. In the 
area of the study, health visitors are geographically based in catchment areas which 
vary in social class and structure, in terms of housing, education and employment 
status of the residents. Consequently health visitors have experience of social as well 
as the physical and psychological needs of mothers with postnatal depression, and are 
therefore likely to be able to offer a holistic view of how the condition can be 
managed to alleviate ill health.
Thirteen health visitors were selected to be participants in the study three of whom 
were interviewed solely for the purpose of the pilot study. The sample size was small, 
as is permissible in qualitative phenomenological research. In such instances rich data 
can be gathered, from a homogenous sample of participants by a single researcher. 
Thus detailed analysis can be made to produce a valid and reliable report, (Polit and 
Hungler, 1999).
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STUDY DESIGN
The methodology used in this study has been influenced by methodologies used in 
other research studies in which health visitors have carried out work, with mothers 
who have postnatal depression. (Painter, 1995, and McClarey et al, 1995).
The main objective of this study was to engage in meaningful dialogue with health 
visitors, through the use of an interview schedule, in order to determine their 
understanding of postnatal depression, and the way that they choose to manage the 
condition.
Social Science Research
Social science research aims to explore, describe and facilitate understanding, in order 
to provide answers to questions which are of social significance. Diversity in the 
methodologies that are used helps to develop theories, primarily within the context of 
qualitative or quantitative study design. A variety of methods and techniques are used 
to guide social research, which takes place within any of the main paradigms of 
interpretative, positivist and critical research, (Sarantakos, 1998).
Interpretative research gives focus to empathic understanding of human behaviour so 
that interpretations of that behaviour can be made. Social reality is perceived to be the 
creation of reality by actors who give meanings to events and convey these meanings 
through their various discourses. Consequently, subjective meanings, patterns and 
regularities of behaviour or social norms, emerge from the examination of 
interactions. Thus this research is directed towards searching for those meanings, 
which the actors (health visitors) use to interpret their world, (Sarantakos, 1998). In 
this study it was considered important that exploration and description of health
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visitor’s understanding and management of postnatal depression should be made 
explicit. It was therefore rationalised that an interpretive approach would allow the 
researcher to gain an empathic understanding of health visitor’s behaviour and 
develop interpretations of the events occurring around their management of postnatal 
depression
In contrast positivist research is an approach, which advocates that social laws govern 
human beings, and that behaviour is learned through what people observe from 
external sources, (Sarantakos, 1998). It was rationalised that this was an approach less 
likely to address the research question in view of the fact that as health visitors work 
as individuals, they may be less likely than the majority of nurses to be governed by 
social laws normative to nursing. Consequently using this approach health visitor’s 
conscious experiences of the management of postnatal depression, might be 
submerged under the values of others, and this might prevent them from realising the 
full extent of their knowledge in this field, (Sarantakos, 1998). As professionals that 
work in a bureaucratic organisation, it is quite likely that in response to a positivist 
research approach health visitors might submerge their values in deference to the 
values of those perceived to belong to more powerful groups within their organisation, 
(Symmonds and Kelly, 1998). Thus the use of a qualitative positivist approach might 
mean that reality of health visitors’ experiences would not be recognised.
In considering the approach for this study, a feminist research perspective was also 
considered in view of the fact that authors such as Oakley (1986) had used such an 
approach. However Nicholson (1997), adopting a feminist perspective, suggested that 
health visitors may define postnatal experiences in terms of distinctions between well- 
adjusted “good” mothers, and anxious or depressed mothers who are labelled as being 
‘ill’. There could therefore be reasons why distinctions are made between the so-
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called ‘normal’ postnatal mood, and emotional states and a pathological state. This 
begs the question of whether in using a feminist perspective health visitor’s 
perceptions of postnatal depression would be presented in a notional ideological 
manner rather than in a truthful manner. Thus it was concluded that some research 
approaches reported in the literature could undermine the actual accounts which 
health visitors may be able to give of women’s feelings of stress and depression, if a 
qualitative approach is adopted, (Nicholson, 1997).
LIMITATIONS OF THE METHODOLOGY
All research plans have their weaknesses and limitations and are likely to be 
subjective. Consequently data, collected in this study, is likely to be influenced by the 
theoretical orientation of the researcher. Kazdin (1994) for example has shown how 
psychologists may study any one phenomenon from varying perspectives using 
different approaches, to arrive at similar or different conclusions, all of which have 
value. In this study the researcher, realising the pitfalls of subjectivity attempted to 
maintain objectivity and sought to minimise prejudice and bias, in order to ensure the 
presentation of data, which is truthful and not reliant upon personal or imaginary 
interpretation. Objectivity, however, may not always be guaranteed in instances where 
a study is being made of people’s subjective experiences. In the case of this study, 
objectivity was certainly a difficult problem as the researcher is also a health visitor. 
However, as far as is possible, efforts were made to present truthful and unbiased 
accounts of respondent’s views, so that ethical and objective representations of the 
truth were forwarded. Also as ethical principles, are based upon mutual trust and co­
operation were important to the researcher, irrespective of the methodological 
orientation, (Moustakas, 1994 and Sarantakos 1998), the possible limitations of the
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study in terms of the problems related to objectivity were also explained to 
respondents.
QUALITATIVE DESCRIPTIVE SURVEYS
Qualitative surveys are commonly used methods of data collection. Information may 
be gathered through verbal or written questioning to facilitate discovery of what 
people are willing to report about themselves and others. Surveys can take the form of 
interviews, experiments, focus groups, mail questionnaires and other indirect 
methods, (Sarantakos, 1998).
Surveys, which are carried out through, the means of interviews, require handling in a 
systematic and controlled way, to avoid bias. Interview schedules have to be prepared, 
constructed and executed to relate to the specific research question, (Sarantakos,
1998). Descriptive qualitative surveys require careful observation and classification of 
the characteristics of the subject, which is being studied. By means of independent 
investigation, the aim is to describe social systems, real-life events and to generate 
background information about the subjects, which can stimulate explanations. 
Information, which is generated, may be quite diverse and can produce data, which 
can be defined as objective facts or more subtle information, about people’s feelings, 
or attitudes. Research objectives, rather than a research hypothesis therefore guide 
descriptive studies, and although relationships between variables may be identified 
and relevant to providing an overall picture of the phenomena being examined, the 
types and degrees of these relationships are not their purpose, (McLeod, 1994; Carter, 
1996 and Sarantakos, 1998).
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QUALITATIVE RESEARCH
Qualitative data collection is defined as *a process of systematic enquiry into the 
meanings, which people employ to make sense of their experience and guide their 
actions * (McLeod, 1994, page 78), Research is based on the theoretical 
methodological principles of interpretive science, this is the approach to be used in 
this study.
Qualitative methodology is diverse in form as well as theoretical frameworks, and is 
designed to explore reality. This method adopts an inductive approach with the aim of 
building theory as the study progresses, unlike quantitative research, which adopts a 
deductive approach and requires that verification take place when theory construction 
is complete, (Cormack, 1996). Qualitative research is embedded within a unique 
process of communication between the researcher and participants wherein they work 
collaboratively. Thus great importance will be given in the instance of this study to 
the health visitors’ reports of how they define, explain, interpret and construct their 
perceptions of the identification and management of postnatal depression. Research 
will concentrate on words, written or spoken, and on health visitors’ interpretation of 
facts, more than merely the identification of those facts. The researcher will give 
emphasis to the notion of their subjective views, based on the assumption that factual 
knowledge is to be found within the personal experience of health visitors, as was 
suggested by, Cormack, (1996), and Reinharz, (1997). Acknowledgement will be 
given to the concept that human beings have choice about their way of being. Thus 
reflexivity on their experiences should give freedom to health visitors’ expression of 
encounters, values, interests and factors, which have influenced the subjective 
experiences of the research participants, (McLeod, 1994 and Heron, 1997b). These 
values are also in keeping with the philosophy of humanistic counselling psychology.
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Thus the methodology of this study will adopt a deductive approach based on the 
positivist or neo-positivist philosophy that people are governed by social laws, learned 
from external factors, (McLeod, 1994).
In this study a phenomenological perspective will be used.
Phenomenology is derived from the Greek word phenomenon, which means to ‘show 
itself. Edmund Husserl (1859 - 1938) founded the method of phenomenology and 
purported that, ‘philosophy must start from the scrutiny of onefs own intellectual 
process in order to discover meanings and essences in know ledge(Moustakas, 
1994, page 27).
Using this approach a study is made of interview data from the lived experiences of 
people. The researcher reflects deeply upon the data through immersion in the text, to 
identify key themes and categories and to describe the phenomena experienced by 
participants. Thus the essence of the phenomenon can be captured and described 
through the account of people’s lived experiences.
The critical perspective of phenomenology is founded primarily within the philosophy 
of Karl Marx (1818-1883) and other theorists who give focus to a perception of 
reality, perception of human beings and the nature and purpose of science and social 
research, (Sarantakos, 1998).
The interpretive perspective of phenomenology is founded in the studies of Weber 
(1864 -  1920) and gives importance to the need for empathic understanding of human 
behaviour. Goals are to understand rather than to control the phenomenon, thus 
people’s behaviour can be interpreted by learning how they themselves make sense of 
the world in which they live. Importance is given to the communication between the 
researcher and participants as a means of sharing commonality in their understanding.
100
Therefore consensus and interpretation of the meanings of the events can be agreed, 
(Cormack, 1996).
The phenomenological perspective lends itself to the philosophy of this research 
project, in that the researcher and participants share a common professional 
background. Therefore it is hope that by using this approach a greater understanding 
can be gained about why participants behave as they do.
The researcher hoped that the phenomenological research process would serve to 
clarify her views of how health visitors manage postnatal depression, as 
phenomenological research seeks to achieve comprehensive, authentic, descriptive, 
accounts of personal experiences. It employs a range of techniques, which include the 
interview, and it stimulates a systematic understanding of human experiences, 
(Breakwell et al, 1995). Uzzell (1995) identifies that unlike other methodologies, the 
participants rather than the researcher structure phenomenological data, consequently 
the focus of the research is about the theories, participants have about their own 
behaviour. In presenting the totality of the phenomenon, attention is given to the 
context as well as the behaviour and Uzzell (1995) states that; “ behaviour is seen to 
have a history and an anticipation of the future” (Uzzell, 1995) in Breakwell, (1995, 
page 305).
According to Reinharz (1997), phenomenological research embraces many of the 
concepts of new paradigm research data can be sensitively and accurately used to 
describe social and mental reality, (Reason et al, 1997).
ANALYSIS OF PHENOMENOLOGICAL DATA
As has been discussed, factors which guide the application of phenomenology to 
human science research, include presentation of things as they are, without the bias of 
truth as others tell us. Wholeness in the examination of entities from many sides, 
angles and perspectives, is the aim, so as to develop a unified vision of the essences of 
the experiences. Meanings are drawn from appearances in order to arrive at the 
essence, by means of a process of intuition and reflection on conscious acts or 
experiences. Consequently concepts, judgements and understandings can be achieved. 
Research is rooted in questions that give a direction and focus to meaning and in 
themes that sustain an enquiry. Data is autobiographical, making memory and history 
essential dimensions of discovery in the present and extensions into the future, in 
which inter-subjective reality is also a part of the process. The data of the experience 
in terms of thought, intuition, reflection and judgements become primary evidence of 
the investigation. Research questions are focused to guide the investigation therefore 
their construction is of primary importance, (Moustakas, 1994). To arrive at an 
interpretation, the researcher immerses her or him self, into the data in order to 
extricate essential meanings. In this study by ‘bracketing’ off personal assumptions, 
the researcher tried to ensure that her attitudes towards the phenomena of postnatal 
depression were suspended in the search for underlying new meanings. In the final 
descriptive representation of the phenomena, it is hoped that the meanings gleaned 
from participants can be ‘bracketed off, and that in addition acquired new meanings, 
will provide a wider horizon of meanings. Thus the researcher hopes to contribute to 
what is already known about the phenomena rather than producing an ultimate 
definition of absolute truth. According to Husserl (1931), the transformation of 
individual or empirical experience into essential insights, occurs through the process
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of ideation, in which, what appears in consciousness is the absolute reality, while 
what appears in the world, is a product of learning, (Moustakas, 1994). It will be 
recognised that the phenomenon of the researcher’s natural attitude, can be distorted, 
and needs to be overcome in order to identify the essence of the subject’s reports and 
to understand their subjective experiences. The researcher will therefore bracket 
intentionally her natural attitude to the subject, which is being studied, and look 
beyond the stories of the health visitor respondents, in order to clarify the properties 
and structures of their consciousness. (Moustakas, 1994) and Sarantakos, 1998). This 
will be done in accordance with the views of Porter (1993) who argues that 
phenomenology does not adequately address important aspects of the social world, 
and that social reality should also be viewed through personal understandings as well 
as social structures, which enable and constrain the actions and interpretations of 
individuals, (Cormack, 1996).
POPULATION AND SAMPLE
In choosing a sample of respondents, the aim was to gather data from which 
inferences could be made. Key informants were health visitors rather than ordinary 
people in the community. This was because they have knowledge of the issues and 
situations related to postnatal depression which are based on evidence gained from 
experience. Therefore health visitors can be regarded as ‘experts’ who can provide a 
valid picture of the structure and process of managing a group of postnatal mothers. 
There were 34 health visitors who met the criteria to be included in this research 
study. Letters were sent to these health visitors inviting their interest and participation 
in the study (APPENDIX 3). A sample was taken on the basis of a systematic 
sampling technique. Eighteen Health visitors responded within the allocated time
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scheduled. Thirteen health visitors were chosen using the aforesaid sampling 
technique. Three health visitors were interviewed solely for the purpose of the pilot 
study. These were chosen using a lottery method. To recruit the remaining ten for the 
main study the name of every third health visitor who returned his or her signed 
consent form was selected. Each sample unit was dependent on the selection of the 
previous one (Sarantakos, 1998). The cohort of health visitors, had all worked in the 
field for two years or more and had the experience of responding to mothers with 
postnatal depression.
The process of sampling enabled the researcher to study relatively small numbers 
from the target population in instances where coverage of the entire population was 
not possible. A small sample of health visitors was more in keeping with the paradigm 
of qualitative research, which is designed to produce intensive, authentic, descriptive 
accounts of experience and action. Sampling reduced the risk of researcher bias 
although to a large degree informants were self-selecting having responded to an 
invitation to take part in the study. The sample of participants who consented to take 
part in the study had practised as health visitors for an average of 14 years. 90 % of 
these health visitors were married and had children between the ages of 4 years and 30 
years. Consequently as a result of both their professional and personal experience they 
were in a position to give valid information about managing postnatal depression.
10% of health visitors did not have children themselves.
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RESEARCH METHODS 
Interviews
There are many methods, of collecting data. Methodological tools used in this study 
were face-to-face semi-structured, tape-recorded interviews, which were guided by 
the identified interview schedule. Methodological tools, and choice of techniques, 
were influenced by the aims and the constraints of the study, which required 
negotiation, to accommodate availability of the researcher and the research 
participants. It was anticipated that the interviews would be last approximately one 
hour, so as to allow respondents time for reflection on their responses to the interview 
schedule. Following data collection phenomenological data analysis was applied to 
the data in order to meet the aims and objectives of the study.
Interviews are a popular choice of data collection and their preparation, construction 
and execution requires a systematic and controlled approach by the researcher in order 
to avoid bias and distortion, and to facilitate relatedness to the research question and 
purpose, (Sarantakos, 1998).
Kahn and Cannell (1957) describe the interview as ‘a specialised pattern of verbal 
interaction -  initiatedfor a specific purpose andfocused on some specific content 
area * (Murray et al, 1999, page 119). Kluckleman Cobb and Nelson Hagemaster 
(1987) describe the interview as being, a qualitative endeavour that reflects important 
elements of qualitative enquiry, regardless of the approach which is used, (Murray et 
al, 1999). Because Oakley (1993) argues from a feminist perspective that standard 
interview techniques are founded within a predominantly masculine model of the 
interview and the interviewee is placed in a subordinate position, while the position of 
the interviewer as an information collector, negates responsibility for equality
between the participant and the researcher, (Murray et al, 1999). In this study care 
was taken to maintain equity between the researcher and respondents.
Within the context of this study the interview process encouraged both the researcher 
and participants to enter into a discourse on the foundation of sharing a common 
profession and being equally qualified. Nevertheless the researcher sought to promote 
and maintain objectivity and to gain valid reliable responses, through the use of an 
unbiased, non-directive approach. At the same time the researcher sought to maintain 
the respondent’s trust, which had been established during the period of time in which 
they had worked together.
It was perceived that as a descriptive tool interviews would allow the researcher to 
gain information, which could explain and increase understanding of the ways in 
which life was encountered in health visitor’s practice. Particularly, in the instance of 
this study of how health visitors manage postnatal depression, it was thought that 
interviews would serve as a means of re-orientating and energising participants to 
become empowered, to produce what Kvale (1983) describes as catalytic validity, 
(Mcleod, 1994). In qualitative research, interviews are not standardised and therefore 
focused interviewing can be facilitative. Un-standardised interviews encourage open- 
ended responses from the research participants who are able to formulate their 
answers with relative freedom. Thus in this study interviews will be focused in the 
sense that they will aim to examine a specific subject in order to elicit information on 
health visitor’s views about postnatal depression, thereby maximising opportunities 
for the generation of increased information. Un-standardised interviews 
characteristically facilitate open responses to open-ended questions. Consequently 
they provide more scope and flexibility in the style of questioning. Informants are free 
to formulate their responses in ways, which they determine will be most suitable for
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them. Thus in this study emphasis will be given to depth of the information, which 
can be gathered from small samples, using guided analytic techniques, Sarantakos, 
1998). The researcher adopted the view that semi-structured interviews would be less 
formal, and give participants the opportunity to describe personal experiences in their 
own words. Interview schedules would provide a format, for face-to-face interviewing 
and allow for expansion beyond expected boundaries. Consequently it was perceived 
that health visitors taking part in this study could describe their lived experiences 
more freely, in a non-threatening environment, using semi-structured interviews.
Conduct of Interviews
Having agreed a time and venue for the interview, each participant in this study was 
engaged in an initial unrecorded ‘icebreaking’ dialogue, which was designed to 
relieve any feelings of apprehension about the interview. Thus participants could be 
set at their ease. Seating was arranged to facilitate comfort and to demonstrate 
equality in the relationship. The use of an open and relaxed posture on the part of the 
interviewer, demonstrated a transparent and non-defensive position and self- 
confidence on the part of the researcher, which appeared to inspire confidence in the 
participants. A comfortable proximity and eye contact served to demonstrate 
attentiveness of the researcher as well as interest in what participants said, (Egan, 
1994).
According to Anderson and Jack (1991), a qualitative interview schedule provides the 
opportunity for the focus of the interviews to shift from mere information gathering 
by asking the right questions, to the process of the interaction and the dynamic 
unfolding of the participant’s viewpoint, (Murray et al, 1999). During the interview 
process the format of the interview was outlined to respondents in order to corroborate
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what had been expressed in the letter, inviting health visitors to take part in the 
project. Thus it was reiterated that the researcher sought information, which could be 
used to identify themes relating to the way in which health visitors detect postnatal 
depression using screening tools and counselling skills as this information might be 
important in the future treatment of mothers with postnatal depression.
Tape Recordings
The tape recordings of interviews, is an approach, which can be used for gathering 
qualitative data. It is suggested that although some research participants and 
researchers may find the experience of recording their responses, somewhat 
intimidating at the outset, tape-recorded interviews have a distinct advantage in that 
they can facilitate increased spontaneity, (McLeod, 1994). The need to take extensive 
notes is reduced and too many interruptions in the flow of the conversations can be 
avoided. Tape recording also reduces the risk that the researcher might miss or even 
forget details, which are relevant. There is also the opportunity for the researcher to 
have more time to reflect and make notes about the process of the interview soon after 
the event. An additional advantage is that the tape-recorded data can be made 
available for other researchers who are concerned with the research project to assess 
the process and to verify the data. In this study the tape recordings were transcribed, 
and analysis was made of the contents of the tape through a process of categorisation 
of the events, which emerged, in terms of their importance to health visitors 
perceptions of how they managed postnatal depression.
At the outset in addition to the tape-recorded interviews proviso was also made for the 
researcher to refer back to the respondent at a later date to seek clarification and
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confirmation regarding the information, she had been given during the interview, 
(Sarantakos, 1998).
During the research process participants were allowed to tell their story without undue 
influence from the researcher, (McLeod, 1994), thus the scheduled questions were 
asked as planned, and when participants asked for clarification of any issues, this was 
given. It was planned that should a situation arise in which participants did not wish 
for their interview to be tape recorded, every care would been taken to facilitate a 
flow in the conversation yet at the same time to make notes during and soon after the 
interview. Such cases would be acknowledged within the writing up of the study. 
During the process of data collection tape-recorded transcripts provided the 
opportunity for the researcher to read and re read the data so that analysis could be 
made. Through a process of saturation of the data, important emergent themes were 
exhausted. Throughout the interviews tape recording was ongoing, although where 
necessary the cassette was turned over, during the interview, to accommodate all the 
conversation. Health visitors were told that they could ask for a break in the course of 
the interview if they wished. At the end of the formal interview, participants were 
given time to reflect on the process to clarify information given. Health visitors were 
reminded of the ethical principles applied by the researcher and also how ethical 
consent was gained to carry out the study. Thus their confidence in the feasibility of 
the study was enhanced and the importance of their participation confirmed.
Limitations of Interview Schedules
Whilst interview schedules are a versatile and popular research tool in the social 
sciences and are designed to elicit information on many aspects of a particular 
phenomenon, it is possible that important elements may be omitted, consequently,
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designing a perfect schedule, may be impossible, (Breakwell et al, 1995). For this 
study interview schedules were chosen as the method of data collection because they 
could be prepared and executed in a systematic way, and controlled by the researcher 
to avoid bias and distortion. The schedule was related to the research question about 
health visitor’s perception and management of postnatal depression and had the 
specific purpose of eliciting health visitor’s thoughts about these factors. Thus it was 
hoped that the information gathered would focus on health visitor’s understanding of 
postnatal depression and their approaches to dealing with the condition and factors, 
which informed the researcher of how they managed postnatal depression. This was 
because, as Kvale (1983) identified, the essential requisites of the qualitative research 
interview are those, which give delicate descriptions of life. World experiences, and 
themes, which are identified, generate an understanding of what is meaningful for the 
research subjects. Of necessity, information gathered should be specific, action 
orientated and focused, without pre-suppositions on the part of the researcher who 
should be open to receiving new information about the phenomena under study.
The Process o f Interviewing in This Study
The gathering of information was standardised, for all health visitors. This was 
achieved through the use of the same set of scheduled questions, thus the possibility 
of bias was reduced and anonymity and confidentiality maintained. The interview 
schedule was comprised of a set of seventeen open-ended questions. Additionally the 
ten questions from the EPDS provided scope to further probe health visitor’s opinions 
and comments. All the questions sought straightforward answers from a personal, 
everyday perspective. Questions were not intended to identify anyone’s expertise, or 
to place anyone in an unfavourable position. Open-ended questions invited replies,
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which prompted multiple answers and facilitated an interactive process. Therefore 
richness in the data was generated rather than artificial answers which might emerge 
when questions are closed, (Breakwell et al, 1995). During the interviews, 
opportunities also existed for participants to comment on issues, which were 
important for them. Questions were clarified and explanations given when necessary 
so as to avoid ambiguity in the words, which the interviewer used. Although 
phenomenological analysis may be more difficult than measuring variables within a 
quantitative research framework, never the less, core categories and common themes 
can be identified from respondent’s information and descriptive data generated. In this 
way a new hypothesis can be developed, or what has previously been discovered may 
be confirmed or disputed. The use of a set of seventeen open ended and loosely 
boundaried questions gave structure to the interview and elicited information about 
the subjects. Questions were designed to have a thematic approach to postnatal 
depression but it was intended that there could be flexibility in the order in which they 
were asked. The interviews could therefore be allowed to expand beyond the bounds 
of the format, so as to facilitate spontaneity in the information, gathered from the 
participants. Caution was exerted to avoid the use of hypothetical questions, which 
might be unreasonable in terms of past, present and future practice.
Because the use of leading questions and value judgements could lead to expression 
of the researcher’s views, care was taken to avoid such questions.
PILOT STUDY
Pilot studies are a means of refining the research process. The aim is to identify 
unanswered questions and eliminate doubts about the effectiveness of the instruments 
and the project. Therefore the suitability, validity, reliability and the effectiveness of
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the instruments must be tested, before they are used in the study. Pilot studies provide 
opportunity for clarification of whether the information is collected was appropriate 
for what was intended. The opportunity also existed to give consideration to the 
reaction of the participants to all or parts of the study, consequently unforeseen 
problems, which may have arisen, could be resolved prior to the main study, 
(Sarantakos, 1998).
Of those who were selected for the final interview process, three health visitors were 
interviewed for the pilot study. These interviews were tape-recorded but they were not 
transcribed in their entirety as the pilot study was conducted solely for the purposes of 
gaining feedback on the research instruments and procedures. The pilot study was 
used to identify what the key questions were likely to be to clarify appropriate 
vocabulary and to ensure that queries raised by informants were dealt with.
Differences between these pilot and other interviews were that, following each 
interview, participants were asked for their opinions about the content and process of 
the interview so as to clarify understanding and make necessary modifications for 
future interviews. Information was generated about the time which the interviews 
would take, whether or not the items or instructions were clear and if any information 
had been omitted. Attention was also given to identifying any emotional responses 
caused by the research. Also ‘skeleton’ transcripts were ‘fed back’ to the respondents 
of the pilot study in order to confirm that the researchers interpretation of responses, 
were valid. Pilot studies were conducted one week prior to commencing the main 
interviews, to allow the researcher time to assimilate the results and to make any 
adjustments, which were needed. Participants were asked to keep the contents of the 
interview in confidence until the end of the entire interviewing process, which it was
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anticipated would take approximately four weeks. In this way the main interviewees 
were unlikely to be influenced by the opinions of others.
VALIDITY AND RELIABILITY
Validity is concerned with whether what is being measured is that which is intended 
and the avoidance of the use of measures which are biased or inconsistent in any way, 
(Sarantakos, 1998).
Reliability reflects the ability of an instrument to produce consistent results should the 
study be repeated in similar or exact circumstances. It is dependent upon the 
characteristics and environmental conditions of the researcher and the participants. 
Subjective experiences are determined by an indeterminate number of factors such as 
personalities and environmental conditions, consequently reliability cannot always be 
guaranteed, (Sarantakos, 1998).
Within qualitative studies researchers aim to achieve high reliability in their studies. 
Some researchers argue that unlike those methods which are used in quantitative 
studies, to control the researcher/research participant’s relationships, a process that 
tests the reliability in the relationship during qualitative enquiry may alienate the 
researcher from the participant and can be counter productive. McCall (1979) purports 
that within qualitative research, it is more appropriate for researchers to seek to 
increase the variability of the perspectives in the research. Thus the aim of researchers 
should be to strive for rigour, credibility and applicability. According to Guba and 
Lincoln (1989), the concept of objectivity should be replaced by confirmability, 
(Sarantakos, 1998). For this reason themes derived from the pilot study had been 
confirmed by respondents in the pilot study.
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Validity and reliability are interrelated and although an instrument may be valid and 
reliable it is possible that a reliable instrument may not be valid, (Sarantakos, 1998). 
Validity of the effectiveness of any therapeutic intervention is dependent on client and 
therapist orientation, skills and understanding. This occurs because variables within 
the research process cannot be wholly controlled. Validity and reliability of any data, 
which is collected, will also depend upon the ability and willingness of respondents to 
give accurate and complete answers to the questions. Information may be influenced 
by their view of the attributes of the researcher. Studies suggest that people are more 
likely to participate willingly and to disclose more to an interviewer, who they 
perceive to be similar to them, (Breakwell et al, 1995). Validity and reliability of 
information may also depend on participant’s interest in the subject and whether or 
not they feel confident or embarrassed to speak freely about the subject. In some cases 
their replies may be influenced by how they recall and understand the questions, 
asked. In this respect care was exercised in the use of questions. Only questions 
which were piloted and understood by health visitors, were used. These were not 
value-laden and often they invited discussion. Care was taken to use open-ended 
questions which avoided complex jargon and were not leading. Questions were 
presented in an ordered way so that they have rhythm and were interesting.
BIAS
The reliability and validity of research could have an impact on the results, therefore 
leading to bias. It was recognised that bias can be created through misrepresentation 
of the questions that are used. Within the person centred paradigm used for this study, 
the researcher aimed to work non-directively with participants so as to enable them to 
verbalise and organise their experiences, without directing them as to what their
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experiences should be. As the risk of bias depends to a large extent on the skills of the 
researcher it was necessary to ensure that the research schedules were well 
constructed, (Sarantakos, 1998).
Scheduled questions were presented to individual health visitors therefore they had an 
opportunity to respond to all the questions. Care was taken to present the questions 
sensitively to participants thus allowing them freedom to answer as they chose. 
Questions could be clarified, during the course of the interview. Information was 
gained through direct contact and face-to-face individual interviews.
ETHICAL CONSIDERATIONS
Research ethics are derived from a larger field of moral philosophy, which is 
concerned with establishing guidelines by which human character and action can be 
judged to be acceptable or otherwise. Beauchamp and Childress, (1979) and 
Kitchener, (1984) identify that ethical issues in counselling psychology research, are 
similar to those in other areas of social research. The issues that are presented 
however may be less visible than those in some other survey methods and in 
experimental research, (McLeod, 1994).
In this study acknowledgement was given to the ethical considerations laid down by 
the United Kingdom Central Council for Nursing Midwifery and Health Visiting 
(U.K.C.C), now the Nursing and Midwifery Council (NMC), the British 
Psychological Society (B.P.S) the British Association for Counselling (B.A.C) and the 
N.H.S Trust.
The UKCC highlights that where it is appropriate to share information, which has 
been gained during the course of work with other health or social work practitioners, 
it must be ensured that ‘ as far as is reasonable the information will be kept in
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strict professional confidence and be used only for the purpose for which the 
information was given ’ (UKCC 1996 no 69).
Universal ethical principles give consideration to theories about the nature of human 
beings and the meanings, which they give to their existence. It is suggested that these 
principles can only be superseded in exceptional circumstances where a particular 
situation warrants such change, (Shillito-Clarke, 1996). The component parts of these 
principles are respect for autonomy, beneficence, non-maleficence, justice and fidelity, 
(Shillito-Clarke, 1996). Autonomy acknowledges the individual’s rights to make 
choices and the freedom to act on these choices. Therefore each individual was 
informed of their rights to choose whether or not to participate in the study and that 
they could withdraw from the study if they wished. Beneficence is concerned with 
enhancing the wellbeing of participants therefore effort was made to prepare a well- 
planned research project in which respect was given to all research participants. Non- 
maleficence is concerned to ‘do no harm’ to respondents thus value was given to each 
individual’s power and ability to make choices This invited transparency and honesty, 
in the relationship between the researcher and participants. Justice gives respect to 
fairness and in this study, participation was on a voluntary basis and therefore issues 
in regard to financial reward did not arise. Fidelity requires trustworthiness within the 
interviewing relationship and also clear communication. Issues of professional 
accountability, personal integrity, informed consent and detailed attention which are 
related to confidentiality and anonymity were facilitated by observing the UKCC 
codes of professional conduct by which health visitors are bound, (UKCC, 1996, 
guidelines no 68 and 69). Within these codes of ethics, emphasis is given to protecting 
the welfare of participants and value is given to obtaining permission for study from 
gatekeepers to services. In this study assurance was given to participants on issues of
116
confidentiality and care was taken to conduct the interviews in a place where 
respondents were at ease and privacy could be assured. Reassurance was also given 
that data would be securely stored.
The British Association for Counselling (BAC), highlights the need for those who use 
counselling skills to take responsibility for appropriate use of those skills. Practice 
should always be within the code of ethics and practice for those who govern their 
functional roles. The BAC identifies key areas such as the professional responsibility 
of the practitioner, competence and management of working practice and attention to 
confidentiality as being of primary importance, (Crouan, 1996). Having formally 
trained and practiced as a counsellor, the researcher was also bound by the codes of 
practice of the BAC.
Within this research project as the responses of participants were collected through 
conversation, care was given to using, research findings in an ethically acceptable 
way. Therefore details of the recordings and transcribing of the data did not identify 
any of the participants without their permission. Tape recordings and transcripts were 
encoded to ensure anonymity. Although the researcher could identify participants, all 
means of identification was stored separately from the data and links between the data 
and the participant could not easily be identified by anyone who was not directly 
involved in the project. Neither will any part of the research, which may be published 
at a later date, identify any of these participants without their permission. How the 
information generated by the health visitors should be handled, was agreed between 
the participants and the researcher at the outset of the interviews and participant’s 
wishes were upheld. Participants were invited to review the research findings should 
they want to know what insights were gained. Following completion of this study 
relevant information will also be available to interested colleagues and researchers as
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is in keeping with the requirements of the educational institutions in which the 
research was facilitated.
INFORMED CONSENT
Shillito-Clarke, (1996) identified the key elements of contract making and determined 
that informed consent should include validity in the consent of the participant who 
should demonstrate an understanding of the purpose and likely consequences of the 
study interview, (Shillito-Clarke, 1996). Therefore details about the purpose, duration 
of the interview, the venue, time and steps, which would be taken, to ensure 
confidentiality were explained at the time of seeking a signed consent. (APPENDIX 
4). Participants were also informed that the researcher would transcribe the interview 
data, which would be safely stored, on a computer/disc in typed text.
DATA ANALYSIS AND INTERPRETATION
Analysis can be viewed as a description of events and of the development of concepts, 
categories and hypothesis. Methods of analysis vary and can include, during and after 
collection analysis, analysis in specific contexts as grounded theory and also 
phenomenological analysis, (Sarantakos, 1998).
Data are systematically collected, compared and analysed with the aim of developing 
themes and conceptual propositions, which are grounded in real life experiences. 
Precision, rigour and creativity in the analytic process seeks phenomenological 
understanding and is the goal of the research process. This approach moves through 
stages of collecting data, by reflecting and re-reflecting on the content of the data as it 
is gathered. Analysis is ongoing and provides the basis for the analysed data. The
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researcher forms concepts of details of what is truth for the research subjects, and 
develops theory from the data, which have been gathered, (Glaser and Strauss, 1967 
and Miller et al, 1997). In the final analysis, categorisation and labelling of certain 
common characteristics of the text are linked to produce theoretical sensitivity. Of 
necessity the researcher’s previous assumptions, knowledge and experiences have to 
be “bracketed off’ to allow the development of a tentative hypothesis about the 
meanings within what has been described, (Strauss and Corbin, 1990).
Phenomenological data analysis was the chosen method for this study. The decision to 
use this approach was based on the need to understand how health visitors viewed the 
management of postnatal depression. A model, forwarded by Moustakas (1994) for 
the purpose of phenomenological analysis was used. This is a model in which the 
researcher describes the experiences of the research participants using content 
analysis of transcribed interview data. This method facilitates larger studies at a later 
date if required, (Moustakas, 1994).
The prescribed interview schedule allowed health visitors to describe the component 
parts of how postnatal depression could be identified and managed. By reflecting on 
their thoughts, feelings and experiences of the meanings mothers give to their 
experiences of postnatal depression, health visitors facilitated a greater understanding 
of this phenomenon. Transcripts were edited and data reduced and interpreted through 
the development of categories, and data reduction, to identify trends. Outcomes of the 
investigation in terms of social meanings, implications as well as personal and 
professional values were therefore be ascertained, (Moustakas, 1994).
According to Kaam (1959, 1966), phenomenological analysis follows a process in 
which the researcher
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1. Lists expressions, which are relevant to experiences of the participants.
2. Reduces the expressions to identify moments of experience by highlighting 
overlapping repetitive vague expressions that may either be eliminated or 
presented in more exact descriptive terms. Consequently the invariant 
constituents of the experience remain.
3. Clusters are identified and themes labelled to provide core themes of the 
experience.
4. Invariant constituents and themes are identified, by checking these against the 
transcripts to verify whether they were expressed explicitly, and are 
compatible, otherwise they should be discarded.
5. Constructs, and textural structural description of the meanings and essences of 
the experience are identified if they represent the responses of the group as a 
whole, (Moustakas, 1994).
Throughout this process the researcher tried to ensure objectivity, as has been stated 
previously.
Husserl (1931) highlights that analysis requires an epoche or freedom from 
suppositions and pre judgements, bias, and preconceived ideas about the phenomenon, 
on the part of the researcher. Therefore in the case of this study, the researcher’s 
previous knowledge and experience of the phenomenon had to be ‘bracketed off and 
the subject viewed freshly in a new consciousness. Reality was neither denied nor 
doubted by the researcher, and a natural attitude was adopted so that understanding of 
truth and reality could be attained. The adoption of the epoche process facilitated 
openness, through a process of clearing the mind, space and time, of scientific, 
societal, and organisational biases. Thus on the part of the researcher, transparency to 
self required notice being taken and awareness developed of the emergent truths,
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without imposing pre judgement on what was seen, thought, imagined or felt. 
Consequently the researcher come to know the phenomena as was presented by health 
visitor colleagues. The epoche paved the way for the discovery of new knowledge 
wherein things, events and people come into a new consciousness and events were 
seen afresh as if for the first time therefore present thinking was not coloured by past 
knowledge.
6. Following the identification of themes, the researcher undertook a process of 
phenomenological reduction in which the phenomena were described in 
textural language in terms of external objects and internal consciousness. The 
nature and meaning of the phenomenon were studied repeatedly through 
immersion in the data, to retrieve the textural qualities, such as variations in 
perceptions, spatial qualities, and time references. Thus all qualities were 
categorised as an experience within the context of the theme. The object and 
the experiences were viewed as separate entities, which ultimately re unified 
as a whole. From a horizontal perspective, the phenomenological reduction 
process accommodated each question as being of equal value.
7. The horizons, which remained, were clustered to adopt a thematic perspective, 
which was then organised into a coherent textural description of the 
phenomenon, (Moustakas, 1994).
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SUMMARY OF THE METHODOLOGY
The methodology adopted for this study was qualitative in design. Methodology was 
focused on obtaining qualitative data from one group of health visitors who had been 
in practice for at least two years and could describe how they defined and managed 
postnatal depression. The standards and principles, which guided the choice of 
methodological tools, were also informed by new paradigm research in counselling 
psychology. Semi structured interviews were guided by a schedule, which was 
designed specifically for this study. The interviews were tape-recorded. Following the 
process of data collection, phenomenological data analysis was used to examine the 
contents of participant’s reports. From a thematic, analysis of data conclusions were 
drawn and recommendations made as to how evidence-based care for mothers who 
have postnatal depression, might be managed.
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CHAPTER SIX 
FINDINGS and ANALYSIS
Introduction
The findings of this study were derived as a result of the process of phenomenological 
data analysis through the process of data reduction. As was described in the previous 
chapter this is a process defined by Moustakas (1994) who suggests that descriptions 
of participant’s experiences are focused on gaining greater understanding of the 
phenomena under study and the discovery of new knowledge wherein things, events 
and people come into new consciousness and events are seen afresh, free from the 
restrictions of past knowledge. After recording the interviews some 136 pages of data 
were transcribed. The researcher identified prominent themes and distinguished these 
from overlapping, and repetitive and vague expressions within the text. The latter 
were reduced to provide descriptive accounts. The invariant constituents were tested 
for moments of experience, and the themes, which emerged, were labelled to identify 
core themes of the experience in a summary at the end of each subsection of the text 
whereby health visitors who participated in this particular study contributed to what 
was already known about managing postnatal depression. According to Moustakas, 
(1994) this method facilitates scrutiny of one’s own intellectual processes so as to 
discover meanings and essences of knowledge about the phenomena under study, 
(Moustakas, 1994).
Quantitative Data
Although this study is primarily qualitative, a minimum of quantitative demographic 
data, were elicited. To begin the presentation of the findings demographic data will be
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discussed in order to provide a contextual framework for interpretation of 
phenomenological data analysis.
TABLE I
Statistical Data on Participants
Average Age Average Number 
of Own Children
Gender Ratio 
Female:Male
Average Length of Service 
As a Health Visitor
40 years 2.2 9:1 14 years
In order to determine how health visitors initially detected postnatal depression they 
were asked whether they used a screening tool. Additionally characteristics relating to 
their maturity, empathy, daily experiences, gender considerations and professional 
experiences, gave indication of the average numbers of postnatal depression cases that 
they had encountered.
Questions relating to the use of the EPDS led to some surprising results. As can be 
seen from table II only a few health visitors used this instrument.
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TABLE II
Use o f the EPDS by Participants
Current Use of the EPDS Previous Use of the 
EPDS
Never Used the 
EPDS
Awareness of the EPDS
1.... On occasions
2.... Recently started 
using the EPDS
3 4 10
60% o f the participants have experience o f using the EPDS
Without asking leading questions it was not possible for the researcher to clearly 
ascertain whether all health visitors had even seen the EPDS before the day that the 
interview took place. However as this most recently established NHS Trust had 
advertised a desire to develop a protocol, which encompassed this instrument to 
address the needs of mothers who have postnatal depression, it was unlikely that 
health visitors were unaware of its existence. All respondents said that they were 
aware of the existence of the EPDS. Although 40% of participants said that they had 
never used the EPDS, 30% of participants had ceased using the EPDS for a variety of 
reasons and they substantiated these reasons as can be seen within their interview 
reports. 10% of respondents used the EPDS discriminately while 20% had only 
recently started using the scale. It was apparent that until recent times, 70% of 
respondents used the EPDS, sporadically while 30% had abandoned use of the EPDS. 
From their reports it appears that participants are not fully persuaded of the reliability 
or validity of the EPDS as a tool for measuring and managing postnatal depression. 
Certainly the Community Practitioners and Health Visitors Association (CPHVA)
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acknowledge significant limitations of the use of the EPDS as a screening tool for 
measuring postnatal depression. Therefore health visitors may be disadvantaged in 
caring for mothers who have postnatal depression through lack of concrete policies 
and protocols, which indicate clinically effective care tools or skills, for mothers with 
postnatal depression. Thus health visitors may question their ‘fitness’ to fulfil their 
codes of professional practice, as laid down by the Nursing and Midwifery Council, 
formerly the UKCC (Adams, 2002).
To return to the qualitative aspects of this research the core themes, which emerged 
from the findings of this research study; could be categorised into three main areas or 
clusters. A number of themes could be classified as descriptive of health visitor’s 
understanding and experience and the condition, namely:-
CORE CLUSTERS
1. DESCRIPTION: of postnatal depression and depression in the postnatal 
period and understanding of its causes and effects. This gave clear indication 
in the main that health visitor’s classified postnatal depression as a 
psychological problem.
2. CARE: Health visitors were able to outline the kinds of care mothers 
preferred. Thus data were generated about factors, which influenced health 
visitor’s management of the care of postnatal mothers who were depressed 
and mother’s expectations of the service provided.
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3. INDIVIDUALITY AND ASSESSMENT OF NEED: These were themes, 
which related to health visitor’s subjective means of identifying and treating 
PND. Specific management techniques required for managing postnatal 
depression were therefore identified and evaluated.
In reality, although themes contained in these categories could be clearly delineated, 
often they were also interrelated. Findings showed that health visitors described their 
management of postnatal depression in relation to issues of kinship and culture, which 
were significant for mothers. Their descriptions of postnatal depression had been 
gained through personal education and predicted experience and were mainly based 
on their perceptions of social and psychological disturbance experienced by mothers. 
Predominantly, replies to interview questions were centred on factors which were 
contributory to postnatal depression, the effects of postnatal depression and potential 
or actual solutions to the disorder. Significantly health visitors valued mother’s 
accounts of their experience and reflected objectively on the expertise of professionals 
and lay carers as sources which could alleviate mother’s suffering, and on factors 
which contributed to the resolution or perpetuation of the psychological dis-ease for 
mothers. It was the view of the researcher that communication of this information 
may be instrumental in the creation of a model of intervention for the management of 
postnatal depression in the future.
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FINDINGS FROM SEMI-STRUCTURED INTERVIEWS
THEME 1. Part (i)
HEALTH A VISITOR’S DESCRIPTION OF POSTNATAL DEPRESSION AND 
DEPRESSION IN THE POSTNATAL PERIOD -  AS A DISORDER
All 17 questions of the interview schedule, gave health visitor respondents the 
opportunity to describe their views of postnatal depression and how this should be 
managed. Responses resulted in the development of a category of core themes.
Unmet Need
Essentially all health visitors described postnatal depression in terms of need.
Postnatal depression was seen as a real life phenomenon, which might only be 
identified through a process of needs assessment.
The words of one health visitor appeared to sum up what was said by all.
HV5. “First o f all listening to the person to find out what they actually mean when 
they say they’re postnatally depressed. Sometimes when people say they’re depressed, 
i t’s just a word rather than a real condition at that stage. I t ’s not the diagnosis 
anyway is it? So it’s finding out what they mean, what their feelings are and how 
they ’re affected. Their life, what impact it has on them and others. I f  there is concern 
from what they ’re telling you, then it’s referring them to the GP who will make the 
diagnosis and decide on further management”
This health visitor identified that skills in listening and attending were significant 
factors in the identification of postnatal needs. The notion of care and effective 
communication were important to health visitors in the management of the perceived 
problem. This health visitor demonstrated that there are variations in the meaning and 
understanding of the term depression.
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Clearly this health visitor believed that collaborative care between mothers, families, 
GPs and health visitors is essential in identifying what is meant by the term and what 
will be the requirements for managing the perceived need.
Lack of Understanding
HV 2. “From personal experience I  still think that PND isn Y recognized, as it should 
be. Not necessarily only by the health care professional, but often within a family 
setting, husbands, partners, grandparents can often basically feel that the person 
shouldn Y be feeling like that. They’ve just had a new birth, they should be feeling 
elated, very happy, whatever, and they can Y understand often why the mums might be 
feeling like this. And they often tend to disregard their feelings and not support them 
as adequately as they could.... ”
This health visitor emphasised the importance of sources of information about 
postnatal depression for mothers, and networks of understanding, which might limit 
the effects of postnatal depression. These factors again highlighted the importance of 
care and communication. What she appeared to mean was that there were no 
frameworks for the construction of dissatisfaction or unease with motherhood, 
therefore if mothers expressed their unhappiness, this was interpreted as depression. 
Historically religious, scientific and political discourses have influenced concepts of 
motherhood and motherhood is usually represented as being a naturally occurring 
phenomenon. However in recent times, there have been changes in the meaning and 
experiences of motherhood as well as the context in which mothering takes place. For 
example society now expects mothers to work. These changes may influence the 
choices that women are expected to make regarding participation in either paid 
employment or childcare. In addition technological advances in reproduction, for 
example, contraception, may collude with social pressures on women to delay
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pregnancy, and this may influence women’s approaches to motherhood. However the 
inevitable tensions, constraints, inequalities, uncertainties gains and risks, which 
coexist with motherhood in general, appear to remain unrecognised by society.
Another health visitor referred to the ambivalence identified in relation to needs and 
recognition and understanding of the term postnatal depression.
H V 1. “Right I ’ve got some strong feelings. Before coming into health visiting I ’d 
some experience but I ’ve got to say it’s very limited... I  felt that there were parents 
and particularly mothers who were presenting themselves with different feelings, and 
people were very much treating symptoms.... I  found a lot o f ignorance, professional 
ignorance, not generally but specifically in relation to the needs o f women who 
reported depression. I  felt that postnatal depression wasn’t taken seriously enough 
and that people treated symptoms rather than getting to the cause o f things.
I  don’t think families understood, or the person themselves didn’t understand what 
they felt like... families were giving them reasons why they thought the person felt like 
they did”
These comments identified the health visitor’s sense of responsibility in relation to the 
development of skills for assessment of need. Additionally the complexity o f the 
condition of depression was acknowledged as a problem requiring comprehensive 
understanding of the many factors involved.
Social Factors Which Influence Need
HV 6. “I  know some mothers who’ve never shed a tear till they’ve gone back to work 
and then they shed many after that. And I  had one mother, i t ’s heart rending, I  mean 
she cries as she hands the baby over in the mornings and that happened most 
mornings until that child had gone one ” (year)
This demonstrates that mother’s needs may have little to do with a depressive state in 
the first instance. The state of so-called postnatal depression may have been brought
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on by social factors in which they may feel powerless to exercise autonomy. In the 
example provided it was the pressure on the mother to return to work, which caused 
dis-ease, not depression.
This account provides a description of the effects of social, factors, on mothers and it 
supports a general systems theory of biopsychosocial causes of postnatal depression. 
Thus there may be interdependency between, biological, predispositional, experiential 
and sociological factors, which contribute to the development of postnatal depression.
Expanding on the psycho-social aspects of postnatal depression, HV 6 observed:-
HV 6. “It can be clouded. A diagnosis can be made, such as, you ’re depressed because 
your son has a disability, and it’s not always the case. The disability itself isn ’t a 
problem to them. They ’re very motivated, very positive about it, but people keep 
looking, oh you’ve got a son or a daughter with disability, you must be depressed 
because o f that”
This health visitor gave insight into a tendency for people to rely on a medical model 
of health as a basis for describing a need for care. However the views of this health 
visitor were obviously tempered with professional judgement as she illustrated the 
potential pitfalls of prejudging a situation, and jumping to conclusions, which might 
not be a reality for individual mothers. The dangers of assuming that any one negative 
emotion was caused by postnatal depression, could not be overestimated.
HV 8 also described PND as having social causes: -
HV 8. “I  suppose I  haven’t got any definite feelings. I  mean I  feel that probably there 
is a diagnosis o f PND and a condition o f PND but I  err on the side o f social rather 
than medical causes. I ’m very concerned that it’s (PND) medicalised”.
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This health visitor demonstrated that in practice, experience might lead the 
professional health visitor to question whether dominant social constructions of 
motherhood as a biological event, which is inherently natural and pleasurable, are 
normal. Also whether if disturbance exists it should be treated medically or 
constructed as a psychological disorder.
Expanding on this view HV 8 explained: -
HV 8. “I  get very worried about PND because o f its associated connotations o f illness. 
I  think lots o f people get ‘down’ after having a baby this is normal but it’s classed as 
PND",
Specifically there is indication here that health visitors believe that the normal stresses 
and strains of any life transition are likely to cause emotional/psychological upset. 
Unquestioning acceptance of the social construction of postnatal depression as a 
disease may mask many other problems occurring in women’s lives. In turn this may 
compound the feelings being experienced, eventually leading to a true depressive 
state.
HV 9 described PND in terms of how it is normally diagnosed and suggested that the 
condition was a naturally occurring social and cultural construction designed to meet 
the specific needs of new mothers: -
HV 9. “I  think it’s really probably over diagnosed and the terminology is overused by 
mums for whatever reason. And it is often misdiagnosed by GP’s. I  think health 
visitors often misdiagnose it. Because often I  think in my practice I  find that you’ve 
got a lot o f women these days use it to get sickness benefit, time off work and when 
you go along often they won’t say a word to you. Often by the time they ’re due to go 
back to work, they’ve been to the GP and they’re diagnosed with PND. No, I  would
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say about one or two a year are proper PND. I  think the rest are probably postnatal 
reaction, an alternative solution to a delicate social problem ”
These responses suggest that the approaches to managing postnatal depression may 
vary according to whether it is seen as a medical or social construction. Thus in many 
instances the term postnatal reaction may be a more likely description of the 
phenomenon. HV 9 went on to describe her own experience of postnatal reaction thus 
demonstrating the necessity for accurate assessment of need and the questioning of 
medical assertions.
HV 9. “So many things had changed and it is a permanent change and you have to
adapt, probably for the first two weeks I  was quite manic Emotions went from
being ecstatically happy to being miserable. That was a ‘normal ’ reaction to things. 
There were times during the day when I  cried and then got really frustrated. Things 
had got on top o f me. I f  you ’d come on a really bad day I  certainly felt panicky and 
scared at some point and obviously you try to do too much and you blame yourself 
when things go wrong etcetera but I  think it’s quite normal. Obviously i f  that is how 
you feel everyday and it never gets any better then I  think you have to see a 
progression don’t you, things getting back to normal. But i f  that’s how you feel, 
questions 1 to 10 (of the EPDS) everyday since you come home from hospital and you 
never see the light at the end o f the tunnel, then yes, you need an intervention and you 
need help ”
This health visitor suggested that the EPDS is an instrument specifically designed to 
detect general depressive states. The use is bound to interpret postnatal reaction as a 
psychological disorder. This health visitor indicated the normality of depressive 
incidents following childbirth, and that an empathic professional approach may 
alleviate many of the so-called ‘symptoms’.
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Common Occurrence
HV 5 described the perceived frequency of the condition in the following way: -
HV 5. “Statistics show that 20% o f the mothers have PND. I  personally think it’s 
higher because I  think it’s undetected, its’ almost like a silent disease.... I t ’s hidden 
and there are different categories to it, in terms ofseverity’’
It was the view of this health visitor that more effort should be made to detect the 
condition of postnatal depression, and that the condition needs to be medicalised and 
labelled in order to safeguard women. This view was directly opposed to the previous 
viewpoints, which characterised postnatal depression as a social construction.
Thus it can be seen that it is important for health visitors to determine whether or not 
postnatal depression is an actual disease, or a normal reaction to a stressful life 
transition. Also there are problems relating to whether the condition is a medical or a 
social construction.
Summary:
The themes in this category are concerned with issues such as the nature of postnatal 
depression whether it is understood, and whether it is a medical/social construction 
designed to meet individual needs. Thus it is important to understand and perceive the 
concept of what individuals understand by postnatal depression. The health visitors 
involved in this study felt that it important to recognise that people may have 
individual experiences of postnatal depression. This begs the question of whether if 
social causes of postnatal depression are more prevalent than previously thought then 
maybe a multidisciplinary evidence based approach to care is a prerequisite for the 
management of postnatal depression. If health visitor respondent’s reports are 
credible, it may not be sufficient to rely on a medical model of care as this may skew
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the assessment and diagnosis of the problems, and the type of caring interventions, 
planned. It seems clear from participant’s perspectives that mother’s experience of 
postnatal depression may be more of a social than a medical construction. Clearly, 
health visitors were aware of many factors that may contribute to psychological 
distress for mothers and are willing to give attention to caring for them, on both a 
health and social care front. Many of these factors are attributable to social/emotional 
factors more than physiological causes. Thus for health visitors any intervention that 
they might wish to make, require a range of resources which contribute to the 
management and control of postnatal depression. Social factors involved may include 
uncertainty about the future, fear of failure, criticism, stress, financial worries, work 
and social pressures on women. All can seemingly lead to psychological distress.
THEME 1. Part (ii)
HEALTH VISITOR’S DESCRIPTIONS OF THE CAUSES OF POSTNATAL
DEPRESSION
Fulfilling Expectations
When asked to outline their views about the causes of postnatal depression health 
visitors focused on social and environmental factors, causes, which they felt were 
beyond the mother’s control Examples of such factors appear to be many and varied.
HV 3. “ The fear o f going back to work The appropriateness o f suitable childcare.
I  find that lack o f antenatal preparation may be atfault. Previously in the postnatal 
period the bedding in and stay in hospital - the staying in for seven days and 
whatever, gave mothers the chance to recover.
Physically I  think they expect to ‘have done the shopping ’ and come home again.
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I ’ve done visits and they’ve not been in, and you think where could she be at 10 days 
postnatally. She’s gone shopping or gone visiting her friends.... Physically there’s an 
expectation o f things going back to the norm a lot sooner than perhaps Ifeel they
should do. Mentally I  suppose as well the lack o f sleep for many women There is
the expectation that the baby should sleep. So there is the unrealistic expectation o f 
what babies are about. Babies do cry, babies do not sleep but mothers may not 
recognise this. They do all sorts o f things to inconvenience you... that’s the nature o f
them Emotionally someone who chooses to breast-feed, they breast feedfor the
right reason but it isn’t always what they want to do. And they do feel that there’s a 
ball and chain around their feet. I  think sometimes they’re quite low, withdrawn 
simply because they ’re doing the right thing, but for who? ”
Health visitor 3 described a variety of the causes and effects of psychological 
disturbance in the postnatal period and made the suggestion, that in assessing need 
cultural expectations of self and society are important factors instrumental in creating 
a state of mental health. For this reason, it was her view that insufficient attention is 
given to the needs of the mother during the transition period to motherhood. This 
situation in her view is exacerbated by the feet that there are felse expectations of 
motherhood and of the capabilities expected during the antenatal period.
Confirming this view HV 1 added: -
HV 1. “A combination o f community situations.... It could be the person’s health but it
could be the situation in regards to any member o f the family and more
importantly as well, where they ’re living. The social aspects o f their life. It could be 
one thing, it could be a combination o f things’’
Here the health visitor identified that diagnosis of postnatal depression require 
consideration of the impact of an individual’s feelings, social circumstances and 
expectations rather than a label of postnatal depression as a result of a medical
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diagnosis. In fact the latter approach may mean that other important factors are 
overlooked. Thus a milder postnatal reaction might be allowed to deteriorate into a 
depressive state.
Developing this theme, HV 2 highlighted: -
HV 2. “I  think probably the one that’s commented on mostly by mothers is lack o f 
sleep and tiredness. I  think if  they ’ve got a history o f PND, often it’s an expectation o f 
the mum that i f  they’ve had PND with a previous child, I ’m going to get it this time. 
Unfortunately this seems to be a self-fulfilling prophecy. I t ’s as i f  they ’re on a 
downward trend already, because they had it the last time they think well, I  should get 
it this time. I  should be feeling like that.
And other history really o f depression or other mental health illness... i f  you had 
somebody previously with anxiety problems, that tends to have a bearing on how they 
feel postnatally and their abilities to cope or their perceived ability to cope. The 
presence o f emotional needs probably points to the fact that they’ve had a significant 
loss in the family. I f  they haven’t got the support o f their mum. Generally also i f  they 
haven’t got support from a partner. That’s a big contribution. And how they feel 
about the baby whether the baby was... a planned pregnancy, and their feelings
antenatally towards the pregnancy and it’s perceived outcome Some o f the
mums have unrealistic expectations often given to them by other mums. They tend to 
make comparison with their baby and the next.... Saying well there must be something 
wrong with me, or something wrong with my baby because so and so ’s baby... three 
doors down, slept all night as soon as they came home from hospital”
Thus the health visitor described some of the varied causes of depression throughout 
pregnancy and postnatally in relation to cultural expectations and mother’s self­
perceptions.
HV 8 was specific about the miscellany of factors: -
HV 8. “There are social things like lack o f money and if  you’ve had a baby and you 
don ’t even know where the father is, and you didn’t even want that baby, and then
137
you ’re left totally alone with this very dependent human being. It can’t be anything 
but depressing to think about the future ”
Thus this health visitor was able to identify the social stresses, which may cause 
postnatal depression and the psychological consequences. This health visitor also 
demonstrated the call for empathic understanding of the psychological and social 
demands of becoming a mother.
Labelling and Lifestyle Changes
HV 3 when asked about her interpretation of postnatal depression said: -
HV 3. “I  think I ’m more aware o f a lifestyle change for many women, which I  think is 
probably the main reason why they actually get labelled as postnatally depressed.... I  
think there is an unfortunate trend for women to work quite late into their pregnancy. 
I  think it’s detrimental to their preparation.... I t ’s almost seen, by some, especially if 
they’ve got busy lifestyles that pregnancy and childbirth has to be fitted in. I  think in 
the past some women were rested at 28 weeks for a reason and all right I ’m not 
saying that every woman should be rested at 28 weeks but particularly women who 
choose to work to 38 weeks, I  think it’s wham, bam, thank you mam. Once the baby is 
out, that’s it. Yes you know, many are just happy to quit their own entertainment and 
learn to be in the house for some time, but for some o f them that is quite an 
ordeal ”
This health visitor outlined the consequences of ‘labelling’ women and judging them 
by cultural expectations. In her view there is a need for women to have a licence for 
self-care and to be given care by society as a whole. This should be reflected through 
social policy, which directly impacts on personal and public expectations of the needs 
and expectations of new parents and their babies. Currently childbirth seems to be 
trivialised, responsibilities such as work are seemingly being given a much higher
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status and importance than child bearing and motherhood. As a result new mothers are 
pressured into subsuming the responsibility of motherhood to the role of wage earner.
HV 4 described postnatal depression in terms of the many causes and effects being 
interrelated and in her view this might indicate that postnatal depression or depression 
in the postnatal period might or might not be detected with the use of a tool such as 
the EPDS. She suggested that the detection of postnatal depression might be more 
dependent on the ongoing relationship between mothers and care professionals such 
as health visitors. She linked the definition of postnatal depression with the causes:-
HV 4. “I  feel that PND though it may not be a true PND, has increased in recent years 
as women's commitments have increased. Although it may not be a true PND, it is 
diagnosed as PND where women become very worried with the commitments o f how 
they 're going to cope, when they go back to work, who's going to look after the 
children. Guilt, lots o f guilt. Who’s going to look after the child, they should be at 
home. Perhaps they 're going to give up breastfeeding, they 're worried that perhaps 
they've got to go to a childminder, creche or mother in law and they may want to be 
with their baby. Firstly the ones who want to go back to work feel guilty about that 
because they don't want to stay at home. Not that they don't want to be with their 
baby but I  really notice the difference that perhaps it's not really true PND because 
they 're becoming so anxious and they 're trying to f i t  so many things into their lives... 
consequently the stress can mimic PND. And there are also other commitments, 
financial things, because so many people have got large mortgages. They may not
have paid off their student loans I ’ve seen a difference within the last 10 years
definitely. I t ’s changedfrom your true hormonal PND and the PND that will come 
very early. Sometimes you 're picking it up at six months, nine months, and not before 
perhaps they've gone back to work And they 're so tired and they can't juggle 
everything”
Here the health visitor clearly distinguishes between the type of postnatal depression, 
which might be due to a physiological deficit for example, a hormonal condition and
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the type of psychosocial postnatal depression that she sees on a day-to-day basis. In 
her view the latter was a separate condition linked to other psychological and social 
occurrences in the postnatal period. She suggested that care management for mothers 
should be approached holistically in order to avoid institutional abuse. Currently 
however it would appear that social responsibilities are more important than effective 
psychological health care. In her view the current social expectations of women are 
detrimental to the maternal role, and are demanding too high a price for women.
Adequate Intervention
HV 4 indicated that postnatal mothers who are depressed might benefit from 
counselling rather than medical intervention.
HV 4. “I ’m thinking o f one girl and it was her third child, a nurse, very high 
expectations. I  knew this girl quite well.... She breast-fed initially. The other two 
children were quite young but there was an incident where this baby, she was 
changing it on the floor. It burnt its hand. This was a family I  had no concerns about 
so I  really didn ’t take it on board at the time. But before the baby was.... Six months 
old, the mother couldn 7 sleep. She wanted to be doing housework the whole time and 
other factors happened within her marriage. I  supported this girl for two years and 
eventually she saw the psychiatrist but because I  was her family health visitor and I  
knew her, she found that I  was more used to her because I  could see the whole... The 
thing she kept saying in the end was (yes but my health visitor knows what’s going on 
at home and you don’t. And she talked and she talked and she talked and eventually 
all sorts o f things came out. And lots o f other things came out... problems other than 
what had started as a “PND ”. There were problems in her marriage, problems in her 
relationship with her mother. She decided that she wasn 7 going back to work and she 
eventually handed in her notice. She's actually changed her career path now”
This health visitor described effects of psychological stress on the health of new 
mothers and the need for care to be based on accurate assessment of need using a
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person centred counselling approach thereby avoiding inaccurate diagnosis of 
postnatal depression.
This was a view that she expanded upon: -
HV 4. “They ’re trying to juggle everything, they ’re jack o f all trades and they don’t 
want to let their career down, because in work it doesn ’t matter what the job is, 
they’ve got to reach targets, they’ve got to go on a course, so they feel that they’ve got 
to do that properly. They’ve got their emotional needs, they want to spend time with 
their baby so perhaps they keep the baby up longer in the evening and they ’re tired. 
They don’t have time with their partner i f  they’ve got one. So they ’re neglecting him 
too. Then they have marital and sexual problems, they don’t want another baby and 
it’s a knock on effect. Therefore they become physically and mentally exhausted. They 
just feel so guilty that they can’t do anything"
A multiplicity of events was seen to be the trigger factor for postnatal depression. 
Women’s aspirations to maintain the status quo appeared to be a precipitating cause of 
depression as well as maternal disability and exhaustion.
Of course it cannot be presumed that the state of so-called postnatal depression is 
entirely due to social factors. HV 7 stated that: -
HV 7. “ Two o f the mothers I ’ve identified with PND, had previous mental health 
problems in the sense that one was bereavement. A close family member died a year 
previously and she was still coming to terms with that and needed bereavement 
counselling really.
The other mum who scored high was a previous drug user who’s done really well and 
is not on anything now. But her self-esteem is low, so she had previous problems"
This indicated that previous mental states may have a significant part to play in the 
development of a postnatal depression. Thus the need for holistic assessment of each 
mother is an important aspect of care.
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Highlighting the importance of recognising social factors, which are responsible for 
postnatal depression, HV 6 stated: -
HV 6. “I t’s mainly financial reasons. People commit themselves to whatever. I t ’s the 
financial burden that drives people back to work quite often. You dread bringing up 
that question, are you going to return to work.... But everybody without exception, I  
would say, they dread it. But that would mean a strategic difference. We ’d need a 
government change, ifpolicies change in terms o f supporting mothers perhaps for the 
first year o f life. I  feel really strongly about that. Well mothers should stay at home for 
the first year o f life to be with their babies. This particular government,
I  was really distraught when I  think they ’11 pay anybody to look after the babies 
except the mothers. It doesn’t make sense. Who better then, if  they want to do it, to 
look after the child than the mother, and why shouldn ’t they be paidfor it”
“Mental it’s really mental”
This health visitor was very dismissive of current social policy and the effects that it 
has on the mother. In fact, in her opinion, current social policy is detrimental to the 
well being of mothers. Her view begs the question of the long-term efficiency of 
pressuring new mothers to return to work as it has an ultimate cost for society. Again 
this health visitor demonstrated, that personal experience of the situation of mothers 
tended to show that the real causes of what is commonly diagnosed as postnatal 
depression were more likely to be social than psychological.
Summary:
The underlying themes illustrated the fact that health visitors were concerned that the 
social construction of postnatal depression should take account of mothers themselves 
and their social responsibilities as well as other’s expectations of maternal behaviour 
and the social policy, which pressurises women. What is evident is that there are a 
plethora of personal circumstances that need to be understood and acknowledged, as
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these may be as important as medical knowledge of pathology when diagnosing 
postnatal events. Life transitions, and personal capabilities versus societal 
expectations appear to be an important adjunct to gaining an understanding of the 
pressures on women. It may, therefore, be inevitable that there will be a breakdown in 
women’s physical and psychological health from the stresses of living and 
reproducing. Minimising the effects of stress may have an effect on the incidence of 
postnatal depression. However in a society where good child-care is not seen as 
primary responsibility of ‘the establishment’ there is a culture in which maternal 
fatigue can become the norm. The manifestation of increasing incidences of postnatal 
depression, are therefore not surprising. Materialistic pressures on women may be 
disguised by the social control that can be exercised by a medical model of care as 
well as labelling deviant behaviour as a means of medicalising social events.
Policy driven care versus needs led care, contributes to the frustrations that health 
visitors experience in the delivery of their service. Hence it may be the case that care 
should also be given to health visitors to enable them to care for others.
In this study health visitors seemed to suggest that real causes of postnatal depression 
might be more easily identified through the relationships that they construct with each 
mother, rather than through the blanket use of a tool such as the EPDS. 30% of 
participants had stopped using the EPDS although it was likely that they might retain 
and use some of the tools questions to inform ongoing practice. 10 % of participants 
used the EPDS discriminately. 20% of participants had limited experience of the use 
of the EPDS and might or might not continue with its’ use in the future. 40% of 
participants had never used the EPDS but had a knowledge of its’ existence.
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THEME 1. Part (iii) 
HEALTH VISITOR’S DESCRIPTIONS OF THE EFFECTS OF POSTNATAL 
DEPRESSION
Outcomes of health visitor’s reports identified the effects of postnatal depression on 
mothers and on health visitors themselves: -
When asked about what was being described as the lasting effects of postnatal 
depression HV 1 said with a despairing tone:-
H V 1. “Looking back on the effect on the whole family, it was interesting and it does 
motivate you, cos I  think when you miss identifying postnatal depression, when you 
feel maybe I  could have done something about that or I  should have done something 
about offering them support and you didn ’t... well you question yourself and your 
practice and you think, well why didn’t I  do anything about it. Wasn ’t I  aware o f it? 
Did I  have enough information and was I  experienced enough. When other 
professionals point something out to you and you think God, you think, hang on now I  
need to be equipped here and if  it’s evident, it’s even more worrying. A lot can be 
missed and it’s only some years later that people say they are feeling the after effects 
o f it. That was quite surprising to me to be honest. I  was really surprised because that 
was more evident in one particular family that I  worked with. It was only a couple o f 
years later that it was evident that she had postnatal depression. And the effects, I  was 
quite shocked and quite worried about it, and I  think something could have been done 
about it. Another one, when other professionals point something out to you and you 
think, God hang on now, I  need to be equipped here, and if  it’s evident then it’s even 
more worrying”
The above account outlines the responsibility health visitors feel in respect of their 
role with postnatal mothers. Reflection shows that the burden of responsibility, is 
influenced by perceived levels of knowledge, competency, and skills in decision­
making, and all of these were clearly significant for this health visitor. What is
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apparent is that health visitors themselves have a need for ongoing clinical 
supervision and counselling supervision in this field to feel better equipped to care for 
mothers with postnatal depression.
HV 1. “Mothers feel that they ’re emotionally drained, they can’t cope emotionally. 
People often don ’t use the word mental so much because it is very much a stigma 
sometimes for people. Some people use it quite openly but some people are quite 
guarded in their use o f it because there is a bit o f a stigma to it, to mental health 
problems. Whereas emotional, and mental problems both overlap, emotional is a 
word they will use to describe their problems. I  find that physical needs impact on 
mothers possibly leading to PND ”
“When somebody feels down, they always think that i t’s their fault. The thing they’ve 
done is their fault... People always turn in on themselves rather than looking at 
external influences. What’s going on around them as well as other issues should be 
considered. Again some reassurance that it’s ok, that they should feel sad and 
miserable sometimes is healthy. I f  people are that miserable all the time, then that will 
have a great impact on themselves, the child, on the family, everything else that’s 
going on around them. Iam particularly interested in the effects on partners, because 
I ’ve experienced difficulties with that. One dad actually said, no one has ever asked 
me how Ifeel. And I  used to say it doesn ’t affect me but o f course it does ”
Here the health visitor outlined some of the effects of cultural norms and labels and 
the resultant stress for mothers, and those who offer them help such as other family 
members. The impact on partners particularly requires careful consideration as their 
psychological well-being is instrumental in the support that mothers receive. It would 
appear that much more information needs to be given to mothers regarding the 
aetiology of postnatal depression, and of how its’ cause may be social rather than 
psychological.
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H V 2 considered the effects of postnatal depression in relation to the long-term 
personal consequences for the mother. It was her view that social standing in all 
spheres of life might be adversely affected. This health visitor adopted the role of 
advocate as a means of alleviating psychological distress: -
HV 2. “They think that if  they see a specialist, they’re going to be labelled as having a 
mental illness. Whereas i f  they see a nurse they see it more as a counselling visit but 
without that sort o f a stigma attached to it. This is a nurse, she’s not a psychiatrist, 
she’s not a psychologist, she’s a nurse, and they feel happier. They will even need to 
be encouraged to go to the GP by the health visitor, family and friends often. They 
feel that they’re wasting the GPs time may be this is because o f what family told them, 
like oh don’t be silly, pull yourself together”
Labelling may be one way of identifying, understanding and directing appropriate 
types of individual care within the psychiatric and counselling services, but labelling 
may serve the purpose of professionals more than it enhances the recovery of 
postnatal women who are depressed. There is therefore an ongoing need for care 
through advocacy by health visitors on behalf of mothers to alleviate some of the 
social causes of their distress.
THE EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS)
As was shown in the opening paragraph of this chapter, not many of the health
visitors used the tool known as the EPDS to detect postnatal depression.
In response to questions regarding the efficacy of the EPDS tool’s relevance for 
mothers, HV 2 described her perspectives on postnatal depression thus: -
HV 2. “A lot o f the time it’s down to intuition or professional opinion as we like to call 
it. Although I ’m aware o f the EPDS, it’s not something that I  currently use ”
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This demonstrated that the value of empathic understanding of individual’s needs 
cannot be overestimated however the EPDS should not be discounted and other health 
visitors were more positive about its’ use.
HV 2. “I think that probably all of the questions in the EPDS are relevant 
For example, question 3. ‘I ’ve blamed myself unnecessarily when things went wrong. 
Mums often have this feeling of not being adequate in some way. And if anything goes 
wrong, if the baby doesn ’t sleep, it’s down to them very often.
Question 6. Things have been getting on top of me. They often relate a feeling of not 
being able to cope with practical things and difficulties, like not coping with routine 
around the house.
Question 10. The thoughts of harming themselves, quite a number of mums have said,
*I  really feel like driving into a wall% which really is quite worrying.
Question 1. With regard to having difficulty sleeping, this may be an irrelevant 
question due to the fact that they are awake several times a night feeding the baby 
anyway. I don 7 know that this question would really be completely relevant to 
somebody with PND. I ’ve got a mum currently whose biggest difficulties is the fact 
that she’s having panic attacks, for no reason, she just becomes quite frightened and 
has a sense of foreboding but this could not be detected by the use of the EPDS tool”
This health visitor demonstrates the need for perceptiveness in recognising depression 
in the postnatal period, with or without the use of a tool. She also demonstrated an 
awareness of the value of skills in active listening, psychology and counselling skills 
and the application of professional judgement.
To illustrate this further, HV 6 commented: -
HV 6 “I think to a certain extent a lot of mothers just feel generally miserable after 
they’ve had their baby because it’s almost like a reality shock that hit them.... ”
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HV 7 supported research findings by identifying postnatal depression as a ‘smiling’ 
depression, which often goes undetected. In her view It seemed also that the condition 
might resolve spontaneously with or without interventions of health professionals.
HV 7. “ I ’ve come across mothers who’ve had second and third babies with me and 
have told me that they’ve been postnatally depressed on prior pregnancies but they 
didn’t tell anybody.... ”
I think mothers are hard on themselves... they feel that this baby must come first and 
they forget their own identity and they just get bogged down with tiredness and 
everything. But I still don ’t think even in a perfect world... even if  someone had a 
nanny, a cleaner, a gardener, if they’re prone to PND, I feel they’d still get it, but the 
degree would be different”
Analysis of this comment seems to imply that the condition of postnatal depression 
should not be taken at face value, but that it should be clearly categorised into medical 
and social conditions.
HV 10 outlined an awareness of the need for empathic understanding and the value of 
being with mothers to enable them to describe their experiences, as and when they felt 
able to.
Summing up, HV 10 commented in the following way: -
HV 10. “Physically they’re not picking up after having the baby. They’re not 
addressing their own needs they ’re very much trying to cope with the baby. Trying to 
look as if..... this idea that they’ve got to give the impression of coping, of being a 
good mother, i t’s hard for somebody when they ’re feeling low. They admit, I  don ’t
know what’s the matter with me, I ’ve been crying, I ’m jumpy for the least thing....
Some of them just burst into tears. Everybody is concerned about the baby and they 
go along with it to the detriment of themselves. Lots of mums are very clever at hiding 
their true feelings until it comes to almost a crisis and that’s sad”
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This health visitor described the real lived experiences of mothers. It was her view 
that failure to recognise exactly what occurs is seriously disadvantaging women. It is 
therefore important that the supportive counselling skills used by health visitors are 
recognised and that mother’s experiences, of postnatal depression is conveyed to 
others through effective communication strategies.
Summary
Health visitors described the effects of postnatal depression in terms of the importance 
of the management of cognitions, emotions, motivations and physical experiences. 
Health visitors described the need for positive appraisal of the condition of postnatal 
depression based on personal experiences and highlighted that identification depended 
to a lesser extent on the EPDS which in many instances did not address some of the 
expressed needs of mothers. In the main, it became apparent that the responses of 
health visitors could be further divided into four main areas related to how 
interventions might be organised to address the needs of postnatal women. These 
areas are as follows: -
Cognitions: - Health visitors reflected on their practice knowledge base with a view to 
improving care for postnatally depressed mothers. Consequently they sought to 
improve and address a number of factors affecting women. They perceived that, over 
and above the use of the EPDS, health visitors needed to have a knowledge and 
understanding of the social factors, which may cause or exacerbate the condition of 
postnatal depression. Health visitors considered the wider implications of postnatal 
depression for families and identified themselves as trustworthy advocates for 
mothers. Also they saw themselves as facilitators who were motivated to forge links 
with other health and social agencies, for the purpose of improving women’s health.
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Emotions: - In their responses to the questions incorporated into the interview 
schedule, health visitors sought to differentiate between mental illness and the 
seemingly more transient and less severe types of postnatal depression which 
constituted emotional disturbance in mothers. They also identified their own feelings 
of grief on behalf of depressed mothers who blamed themselves for their depression. 
For some health visitors, their emotional responses were influenced by their own 
experiences of depression.
Motivations: - Health visitors were motivated to ease psychological distress and 
wanted to demonstrate, as clearly as possible, how mothers described their feelings. 
They felt there was a need to have their knowledge of the real nature of postnatal 
depression and the likely impact of postnatal depression on children and partners 
recognised. Health visitors believed that their wider perspective of mother’s distress 
was a valuable adjunct in minimising the detrimental effects of postnatal depression. 
Physical experiences: - The physical experiences of mothers with postnatal 
depression were described in terms of their impact upon social circumstances and 
emotional behaviour of others, and the physical health of mothers. Health visitors 
were anxious to remain accommodating to the feelings of mothers and significant 
others, in order to help to reduce the effects of stress, thereby limiting any longer term 
physical and psychological damage. Management of postnatal depression was 
dependent upon mothers and health visitor’s descriptions of postnatal depression, as 
well as the causes and effects outlined in the literature review.
Clearly the health visitors interviewed, demonstrated their awareness of individual 
differences among mothers. Evaluating specific outcomes of childbearing was 
somewhat elusive because perceptions of health and well-being appear to vary 
according to each mother’s psychological state and the help which they received or
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sought. Thus the attention of health visitors appeared to be focused on the need for 
communicating effectively, so that the needs of mothers could be heard and 
understood. Assessment of individual need was found to be more effective than 
< providing equity of care for all mothers and treating them as a homogenous group. It 
was appreciated by health visitors that each mother’s expectations of support were 
based on biopsychosocial states. Thus it was appreciated by health visitors that any 
tool for the detection of postnatal depression could only be used discriminately in 
conjunction with a professional assessment of health and social need. Whilst the 
EPDS may be of value in the detection of postnatal depression it must be used 
discriminately in order to provide the type of care, which is needs led. It is particularly 
obvious from the findings of this study that the use of a screening tool, viz the EPDS 
is a useful adjunct to the detection of postnatal depression and is only an ancillary 
aspect of professional interaction. Health visitor’s accounts of their experiences of 
postnatal depression and the levels of care that they provided showed that health 
visitors clearly managed their service to mothers with postnatal depression in highly 
skilled and complex ways. The following section, provides adequate proof of this 
claim.
THEME 2
CARE: -HEALTH VISITOR’S DESCRIPTIONS OF THE CARE THAT THEY
PROVIDE FOR MOTHERS
Knowledge Based Care
Health visitors identified knowledge, as a basis of caring, and as one of their means of 
managing postnatal depression. Insight into the development of the condition, its’ 
consequences and possible solutions was seen by health visitors as a necessary
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adjunct to the provision of effective care. Health visitor’s responses to interview 
questions showed that they appreciated the importance of knowledge based care.
HV 1. "It wasn ’t until I became a health visitor that I truly understood postnatal 
depression and how we as professionals were first line defence really to pick this up. 
Help parents to understand how they ’re feeling, and how they can help themselves. 
More importantly I think families are identifying that they don’t know who to turn to 
but if they’re turning to certain people, are they the right people, are they getting the
right response. So we ’re trying to direct parents, giving them the support......
signposting them into the right direction of either their GP or the right support 
services to deal with the situation ”
Extendins Care
HV 1. "In terms of care for mothers with postnatal depression my concerns are
helping parents to cope with their feelings in a positive way You see the effects of
postnatal depression not only on the person themselves or the partner, but on the 
family, the extended family, and the support mechanisms are breaking down because 
of the effects of this. So you ’re addressing one need and hopefully it’s a ripple effect. 
You address a few other needs. But there’s a lot ofsupport and a lot of time that needs 
to be given to it”
Clearly care for those who had postnatal depression is not only costly but also 
necessary. Additionally specific psychological help was equally important to mothers, 
families and health visitors.
Expertise to Care
HV 1. "I think also when you ’re counselling a mother or supporting them through a 
time of recovery, when you’re using your counselling skills you need I think, the 
experience of having some counselling yourself. To have received it because when you 
have had counselling then I think you give a bit more. A lot of support would solve a
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lot of things for parents. I think we need to offload a lot of what we do so we could
take on more care for postnatal mothers. I think we ’re like a bottle with a cork ”
“In baby clinic I was over hearing parents talking quite openly about formally 
counselling each other. I thought we could bring this together, so we set up a 
postnatal/parent craft class. We discussed issues about the emotional needs of 
mothers. I think a lot of mothers got a lot of support from that. I  think with 
counselling for postnatal depression, you ’re starting off with a certain level of 
understanding and gathering information through counselling. You don t have to 
probe all the time. Some mothers say that they hadn ’t realised how they felt and 
without the counselling they wouldn ’t have brought these feelings out”
The above report identified sources of gaining knowledge about existing postnatal 
depression and communal care for mothers with postnatal depression.
Expanding on this theme HV 5 commented: -
HV 5. “ I  went to one training session put on by one of the drug companies about 
postnatal depression and that was good. That sort of thing fires you up a little bit for 
a little while and then you just get bogged down with other things so that you don’t 
really change your practice that much. Unless somebody says this is what we ’re going 
to be adopting, and then that would have training implications, which would be a 
good thing”
Collaborative Care
Expanding on this theme HV 1 identified: -
HV 1. “From experience GPs are quite helpful but i t’s mainly been through the 
medical model.
Mothers need different levels of support at different times. We should be more 
proactive in the way we treat mothers because they feel that they’ve failed if they call 
the GP.
I think the press encourages this medical intervention whereas that could be a little 
way down the line.
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I ’ve had some experience with CPNs and counselling and other postnatal support 
indirectly in the group situation and that’s been helpful because I don’t feel that I was 
expert enough.
“Some mothers actually said they felt as if they’dfailed as a parent, that they couldn ’t 
cope with their child. I think we need to turn it on its ’ head really. GPs and CPNs and 
health visitors have got the skills to be in there straight away. I t’s giving a lot of time 
and support, a lot of practical help to enable mothers to cope better.
Health visitors and community nurses are in a position to bring in other members of 
the family to build up the support network rather than stigmatising the family and 
saying it’s postnatal depression straight away and saying we need to go and see the 
GP straight away. Families know something is wrong. They ’re not sure what or who 
to contact. Sometimes its ’just reassurance that the family needs.
We are ideally placed to coordinate appropriate care. Let’s look at what the health 
needs are and health education and prioritise interventions ”
This health visitor identified that the formation of health alliances with other caring 
professionals could provide practical care for mothers with postnatal depression.
Developins Primary Care Pathways
HV 1. “When you look at family structure, the person themselves, expectations, their 
health, there is a huge amount of work that can be done antenatally.
Policy directs the way we work, policy on health and housing. Policy impacts on other 
services’’
HV 2 expressed a desire to be proactive in delivering care to mothers with postnatal 
depression and that her preference was to have the ability to identify postnatal 
depression at a very early stage.
HV 2. “I would prefer more direct lines o f referral rather than possibly going through 
GP for referral to the community psychiatric services. I  have had experience of mums 
going directly to the GP and I ’m not even aware of this, I ’ve not been alerted about
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this. So whilst information goes from health visitors to the GPs and other disciplines, 
sometimes if mothers by pass the health visitor for whatever reason and gone directly 
to the GP they don’t often come back to me so the support that the health visitor gives, 
falls short"
HV 5 commented on the value of having sufficient human resources to help health 
visitors to manage postnatal depression.
HV 5. “The involvement of the midwife postnatally, I think their input is going to 
change and they ’re going to become more involved for longer. Often they usually 
withdraw from the household before postnatal depression is identified. Friends have a 
very important part to play in helping the woman deal with depression. You tend to 
find psychologists and psychiatrists and CPNs are more helpful with women that are 
more seriously depressed”
Policy and Care Delivery
HV 2. “lam far more aware now, o f the support that these mums need and the 
constraints regarding the support that I give. I don ’t feel that I am able to give them 
the support that they need because of the constraints of other workloads. Fm more 
aware that there is probably a higher incidence of postnatal depression than I thought 
when Ifirst qualified in July 1977.1 am more aware o f my limitations. Ifeel that my 
support and interventions aren’t enough, and the mums have to be referred on to the 
CPN.
A lot of mums have said that they talk to friends and understanding members of the 
family, perhaps particularly those who have had some o f their experiences. A lot of 
mums do value the health visitor’s input. I  find some of the mums have preconceived 
ideas about psychiatry and psychology and counselling. Whether it’s because of the 
stigma they perceive is attached to having a mental illness. That often colours their 
views although they know that they need the help. They have difficulty coming to 
terms with actually going to see someone.
In the antenatal period I think it’s important to discuss postnatal depression to put it 
into perspective.
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Partners need to be aware and perhaps look for signs that mum might be becoming 
depressed. It might be later on down the line that the problems manifest themselves 
and it will often be the family that say, everything isn tfine ”
The comments above acknowledged that postnatal depression is not managed as 
efficiently as it could be. Nevertheless this health visitor felt that she had 
responsibility to care despite any constraints in Trust policy and protocols. It was the 
view of this health visitor that it was essential that individuals forge links with 
mothers in their wider social environment so that policies can be developed to reflect 
the needs of women who have postnatal depression.
Clearly health visitors take their responsibilities to care seriously, although levels of 
priority given to postnatal depression among some professionals might not be as high 
as it is for health visitors.
Resource Management
It was the opinion of health visitors that they had insufficient resources to enable them 
to deal with the problem of postnatal depression.
HV 2 made suggestions about provision of resources: -
HV 2. “Leaflets and possibly manpower, because from my point of view, the amount of 
time that I can devote to health education is limited. There is far more that I 
personally would like to do in health education. Health education seems to have taken 
a backseat We should be able to support these mums more effectively whether it is 
through more frequent visiting maybe even perhaps accompanying the mums to 
postnatal groups. Often these mums find it difficult to go out of the house and to have 
contact with other people, and that increases their isolation.
Currently we give a lot of our time to routine assessments and we cut out standard 
core ”
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Because health visitors do not have absolute professional autonomy to manage care in 
a way, which could best meet the individual needs of clients, various aspects of care 
are not possible. Raised levels of autonomy could enhance efficiency. Whilst health 
visitors make some decisions, their status within the organisational structure restricts 
their managerial behaviours. Restrictions on the way they prioritise their activities is 
often limited to such an extent that, morale and work performance may also be 
affected.
When asked directly about how she managed postnatal depression HV 2 responded: -
HV 2. “After the mum telling me that she feels depressed or whatever, or me detecting 
that there is a problem, I tend to make arrangements to go back and visit the mum on 
a regular basis and more regularly that I would generally do. I ask her what support 
she feels she needs to give me an idea of what she would like me to do. If Ifind that 
her depression is getting worse at any stage I would then suggest that she sees the GP 
and go from there really. A lot of mums eventually have some medication to help.
I think counselling has a strong place in the care of mothers with postnatal 
depression. Currently I don’t feel that I have the skills necessary. Although I ’ve 
undertaken a basic counselling course, it was very basic. Topics like active listening 
and attending came into it, but I feel very limited in the counselling support that I 
personally can give to the mums. I feel that for me to be effective as a counsellor, I ’d 
have to do far more training. I feel that those with the ability to counsel effectively are 
very important in the care of mothers ”
Although this health visitor was certain about what particular mothers required, she 
was uncertain as to whether or not she had the particular skills which were necessary 
to provide help and support. It would therefore appear that more consideration is of 
the specific learning needs of individual health visitors are needed.
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Social Care Management
HV 3. “I think postnatal depression is taken as a name out of a hat. It’s an unfortunate 
term because I think it comes with a lot more than just tears and not coping and not 
sleeping. I think sometimes that hawing a baby can be a catalyst for many women, for 
problems to be highlighted. You know, lazy husbands, interfering mother-in-laws. I 
think there can be an opening there for them to be able to say, I ’m not coping. We 
need to have the mechanisms and tools to aid those mothers who are inexperienced 
and to be able to work alongside families. The unfortunate thing for health visitors is 
that very few of us come with a mental health background. I think a more thorough 
knowledge of psychiatry might have been more beneficial. I rely on my own 
background but I don’t have difficulty with seeking advice or expertise from 
psychiatrists or GPs or CPN. I ’m not opposed to saying I don 7 know enough about 
this, can you please tell me more. I work quite closely with GP’s and I am able to say 
no I can 7 deal with this and it needs to be put into expert hands. If health visitors are 
to own the care for mothers with postnatal depression, then they need to get on with it 
but to remember the art of good referral to GP’s and CPN’s. A lot of that comes from 
experience and assertiveness as well”
This health visitor identified that the nature of postnatal depression may require 
collaborative interventions for the management of postnatal depression. Sometimes 
health visitors do not have the expertise required. However the ability to make 
appropriate referrals is an important requirement of care.
Health Care Manasement
HV 3. “I think health visitors can loose the emphasis on antenatal care. Antenatal 
interventions are quite important yet it’s one of the things that always gets left 
undone. It’s good to be able to talk to antenatal women about antenatal depression 
because over the years a lot of women with antenatal depression have gone on to be 
labelled as having postnatal depression. There is a need for resources. I sometimes 
think resources are for the people who manage mothers as opposed to the services 
they provide. I think the availability of resources have to service the needs of what 
people want as opposed to what staff can give. Health visitor’s perceptions of
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postnatal depression will determine how they manage it based on their professional 
judgement.
There are a lot of clients who choose not to have intervention. They don’t wish to have 
counselling but if they want to get into that side of it, it might have to be an out of 
office hours service according to their choice ”
HV 4. “I have no contact whatsoever with psychiatrists. I t’s as if health visitors don’t 
exist. We’ve had some counsellors here, and they’ve been helpful but I haven’t had 
many interactions with CPNs. They’ve never been the ones that have rang me. 
Families have contacted me on some occasions. I can think of only one husband that 
rang me but didn’t want his wife to know that he had contacted me. He happened to 
be there quite a bit and I included him quite a lot. I ’ve had one granny who contacted 
me to say we ’re worried about so and so what can I do to help. So it’s not all negative 
and we’ve put in practical family support to help with feeding baby overnight or to do 
the ironing. Why not get family to do the mundane things.
Over the years we’ve done different things. There have been times when for example 
we used ‘Monitor ’. We had to go in at certain times and then we were told no, we 
mustn ’t over visit, so that’s a local policy.
If it were a national policy that mothers expected health visitors to go in and visit 
them regularly then they wouldn ’t think it was abnormal if you went in because in this 
practice they know us, we’ve been here a long time. So if a GP says would you like me 
to ask so and so to call? Because they know me, the majority don’t mind but if you ’re 
someone they don’t know, perhaps in a practice where there’s been sickness or 
whatever and they don ’t know you then they ’d be wondering why you ’re calling. So 
i t’s at that time when they ’re vulnerable and hypersensitive and they think you ’re 
going in for a totally wrong reason, perhaps policing them or whatever”
The Early Childhood Development Centre at the University o f Bristol developed MONITOR. This is 
a prescribed tool, which provided, basic information on the health and development o f every child 
from 0 to 4 years o f age. Data, which are generated, take account o f socio economic and socio 
educational situations in the home and also measures o f the child's functioning in language, 
cognitive skills social and early educational development Thus evaluation o f the preventative and 
developmental work o f health visitors could be ascertained and it provided evidence that health 
visitors gave a great deal o f care not merely screening for illness or deviation in normal child 
development).
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In recognising that mothers had individual needs Health Visitor’s 4 comments above 
showed that prioritising is an essential part of primary care. Policies and protocols 
should allow for this, as standardising practice for postnatal care is detrimental to 
good management of care. The local health trust’s practice of standardising the 
numbers of visits that can be made to a family may be detrimental to providing the 
actual service required.
Care as a Means o f Support
Giving more details of management of postnatal depression in a community setting 
HV 3 went on to say that care goes beyond theoretical deliberations and needed to be 
translated into lived experience:-
HV 3. “I thinkfamilies andfriends if they've experienced it themselves or they know 
somebody who has had postnatal depression, can be very supportive, but their 
support can sometimes waver.
We have an agreement with the doctors I work with that we will be guided by the tools 
we use, which is the EPDS. Any score above 13 the doctors will see and review 
treatment if the woman agrees with the treatment that is offered. It's up to her. We 
have a referral system that if someone else sees a woman who has postnatal 
depression, the health visitor will be notified. Midwives have an important role to play 
but I think they 're sometimes like a lot of us, overwhelmed by the physical duties they 
have to perform. I think if psychiatrists, psychologists and CPN's dealt with postnatal 
depression more holistically, that patients, wouldn't be frightened of being labelled.
I think we can say what cascades down never gets to flow back and the demands on 
our day are such that it is dictated to us. You have a series of things you have to keep 
doing for a series of children, a series offamilies, a series of calls, a series of clinics, 
a series offorums to go to on grading and updating and all sorts of things, so 
ultimately what goes, your support of postnatal women.
Policies are so wide and dictatorial. I think you have to allow discretion and intuition 
when you deal with something like postnatal depression. I  don't think it's reasonable 
to say you need to visit every woman every week for the first six weeks after she's had 
a baby. Some women will need that and hopefully you '11 identify that on the basis of
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your previous visit but visiting every week for six weeks is not going to help your
detection rate or prevent postnatal depression ”
Expanding on the prescriptive nature of the protocols laid down for use of the EPDS, 
Health Visitor 4 gives value to professional judgement thus: -
HV 4. “I visit every week for six weeks. I know it’s hard and other things have to go 
but I find that because I build up a relationship with the mothers a majority of them 
come to this clinic so I see them. Because I ’ve been here a while, I ’ve known them on 
other pregnancies so they open up. When I did the counselling course a few years ago 
at that time unfortunately I picked up no end ofpostnatal depression because I was 
using tools.
You need to be there to support them. Very often it’s other things than the children 
that they want to talk about. I t’s fears, expectations that they’ve not been able to 
realise. A lot of things have happened in my own life that has made me more empathic 
than I was before ”
It is obvious that some health visitors disagree over the frequency of visiting required 
for postnatal mothers, whilst some are content to rely on screening tools such as the 
EPDS and referrals, others are convinced of the need to build supportive relationships 
with mothers in order that they may express their needs in a ‘safe’ environment.
Reflecting on the nature of care within social settings Health Visitor 6 identified the 
need for care to take place firstly at the point where mothers are located within their 
cultural setting, and although appropriate care may require collaborative activity 
which involves individual mothers, strategists, educationalists and leaders, ultimately 
the mother should determine the level of care, which she requires and from whom.
HV 6. "The most significant thing that I ’ve found in my practice is whether people 
have got family support. Their recovery is much quicker if they’re well supported by 
family. The first line of defence after us is mainly the doctor, who may detect a need 
for medication although they’ve found that counselling is just as effective as Prozac. 
We need to be more proactive in the antenatal period where there are certain 
indicators.
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I do one antenatal visit to each mother if I'm lucky if whatever else in my caseload 
isn ’t pressing at the time so that I can manage it.
We all want to be more community based but we ’re so bogged down with routine 
work. If we could have perhaps an NNEB to do some of our routine work then we 
could be more proactive in sorting out some groups because we know what to do. We 
have the skills to do it and we have the impetus to do it, what we don’t have is the 
time. Again with health education that’s exactly what we need to be doing and could 
be doing it well. But something has to go. With providing support I would like to do it 
for the first six months rather than just six weeks, but it’s down to time constraints.
Clearly this health visitor demonstrates her commitment to fulfil her generic role, 
however she acknowledges that her input to the demands of her caseload is finite. 
There is therefore a case for evaluation of health visitor’s tasks that currently have to 
be accomplished, how these can be done and by whom.
Prozac 5 HT reuptake inhibitor. Fluoxetine hydrochlor. 20 mg green/yellow cap marked with cap 
name and strength. Indications: Depression, with or without associated anxiety, especially where 
sedation is not required, (MIMS, May 2001).
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Care Based on Experience
HV 4. “Speaking with other health visitors and anybody who has had personal 
experience of depression or incidences within their own family. If you ’ve felt low 
yourself or you’ve seen one of your family members go through the experience of 
depression not necessarily postnatal depression but perhaps menopausal depression 
or depression after surgery, you know how low you can feel and how long a process it 
is. That, can influence you as well, I  know it influenced me.
I think we should be trained to have a tool in addition to using your intuition so you 
could have evidence to say that certain women are meeting the criteria for postnatal 
depression”
This health visitor described her self-awareness and empathy and what she brought to 
helping mothers with postnatal depression. Her report suggests that clinical as well as 
counselling supervision could be particularly beneficial for personal and professional 
development of health visitors, and that this ultimately would be beneficial for 
mothers with postnatal depression.
Promotins Care
HV 4. “In this surgery we’ve used a video that we’ve given to mothers for them to 
identify that they ’re depressed, i t’s not a postnatal depression video but a video that 
deals with depression. It uses case studies of a mother and her husband. When 
mothers agree to watch it and when their families have watched it the family can 
actually identify that postnatal depression is a problem. It’s not the mum just saying 
she is a bit down but they can see that it is actually depression as a condition and it 
can be treated in time ”
We felt that it wasn’t necessary for mothers to have a group for new mothers because 
Ifind that many mothers work. They don’t have a network of other mothers who are 
having similar problems the mothers are now very isolated because they go back to 
work Even if it’s not their first baby they are not going to the school gate, they ’re not 
meeting other mothers, so they don’t meet with people, who they can compare 
perhaps that they are not the only people that their baby is crying and waking, have
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feeding problems or just how they feel and their relationships. There might be 
somebody else that they work with but they don’t have the time to talk about it in 
work, depending on their job. Girls now aren’t necessarily having friends with 
babies”
Thus Health Visitor 4 demonstrated that lifestyle change can be supported by 
community networks. Current experiences of fragmented communities and social role 
pressures militate against mothers finding solutions for their own problems.
HV 5. “Raising more awareness will help identification. We should be doing more of 
that and providing support through postnatal support groups and parenting 
programmes ”
This health visitor highlighted the need to build sustainable relationships and to 
cultivate expertise as well as prioritise community development in order to 
demonstrate that postnatal depression is a family and community responsibility in 
which care can be promoted.
The EPDS and Care
When asked about the extent to which the EPDS screening tool assisted in the 
provision of care health visitors gave the following replies: -
HV 5. “No I ’ve never been instructed or guided in the use of the EPDS it’s mainly 
intuition and experience and waiting for the women to identify that they’ve got a 
problem. I feel that I would benefit from having a tool so that you can be more 
proactive. What people tell you, obviously influences how you respond. Depending on 
the degree or severity will influence whether you get extra services involved like 
childminding if they’ve got older children, get them a place in playgroup so that the 
mother can have respite. If you get respite then the child is out of that distressing 
situation ”
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HV 6. “I don’t use the EPDS at all because I feel you’ve got to have training to use it 
in the first place in terms of support. I feel that we’ve got very poor support for 
postnatal mothers.
I actually visit and listen to people and I try to respond to their needs in terms of 
support. There is as far as I ’m aware very little support in the community for 
postnatal depression. My obvious links are with the GP and with medication. We’ve 
also got a stress counsellor in the practice. I sometimes refer mothers to the stress 
counsellor but mainly I  home visit.
I ’ve gone to a postnatal support group run by the NCT and I ’ve gone to the national 
postnatal support group. I ’ve often used those and any articles that I ’ve come across 
in journals. It’s almost like a self-learning”
HV 6 demonstrated that she is not averse to employing the aid of the EPDS, or the 
help of professional and voluntary organisations to secure care for mothers. Health 
visitors are prepared to invest time to acquire up to date information, which will keep 
postnatal depression at the forefront of their agenda.
HV 8. “I think the EPDS should be used selectively and not on everyone across the 
board. If there is anybody that you suspect has postnatal depression then yes it should 
be used. Having said that if I felt down and read this list of questions on the EPDS I ’d 
probably want to throw myself off a bridge or something because I think the questions 
themselves, are quite emotive. The EPDS would be quite useful for newly qualified 
health visitors but it should be used selectively. I think you shouldn’t go in to someone 
and say the EPDS is to identify postnatal depression, but if you’ve got it then there’s 
nothing we can do about it because we haven’t got a CPN to come to visit you every 
week and if health visitors are going to use the EPDS then we have to give up some of 
the other prescriptive work we do to allow us to focus on postnatal depression ”
HV 8 identified that postnatal depression requires specialist attention from 
experienced practitioners. This health visitor suggests that the use of the EPDS might 
be a catalyst for deepening depression especially where mothers were reacting to 
social needs and they were forced to view needs through medical perspectives of
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postnatal depression. For this reason she emphasised the need for experience and 
professional discrimination in dealing with individual need. However she also pointed 
out that it was often the case that appropriate experience could only be gained through 
individual recognitions of learning needs.
HV 5 demonstrated a passion to care for mothers/working mothers. She also 
demonstrated how proactive intervention might be implemented through influencing 
policy in order that mothers themselves had more time to care.
On the Cost o f Carins
HV 7 reflected on the need for care and described the impact this had on her work: -
HV 7."Sometimes when I hear the term postnatal depression about one of the mothers 
I ’m visiting all I can think of is my workload. I know it’s usually going to mean extra 
visiting. But then it’s needed because the mothers need support. It’s a subject that up 
until recently I shied away from actively going out and seeking out mothers who were 
postnatally depressed because I knew my workload would increase. I ’m a lot more 
positive about it now. I actively seek out those who are postnatally depressed with an 
element of apprehension when Ifill in the EPDS because I know that it will increase 
my workload.
To manage postnatal depression I try to follow the protocol that was given to the 
health visitors in another area of the Trust. One of the first things that happened when 
I started to detect mothers with postnatal depression was that my anxiety rate went up 
because I didn’t know how to deal with it really. Now if  the scores are above 12 or 13, 
I go back two weeks later to repeat it. It happened that for one mother her score had 
reduced drastically. If their score the 2nd week is still above 12 or 13 then I offer them 
listening visits and we have an excellent counsellor in the surgery. I  haven’t done any 
listening visits because the counsellor is excellent. Although I book them in with the 
counsellor, I still offer mothers support. I use the EPDS first of all between four to 
eight weeks. The 2nd time at seven months, I have been doing it at six weeks 
religiously but after going to the postnatal forum I ’ve seen that the health visitors who
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are more experienced than me have been doing it at four to eight weeks so I ’m trying 
to cut back on one of my visits because I don’t want to stop it but my workload is 
increasing so much that I ’ve felt under pressure
Personal experience, the motivation of the health visitor and their workload. It is very 
difficult to identify a need that you can’t meet because of your work load, it’s not fair 
to the clients ”
For HV 7 the conflict she felt on the one hand, to adhere to protocols to complete 
other tasks, controlled and harnessed her instinctual desires to care for mothers who 
have postnatal depression. Ultimately she described her recourse to using the EPDS 
combined with professional judgement as a means of managing care, within a caring 
environment as she lacked the confidence required to undertake the counselling 
necessary to alleviate postnatal depression. At the same time she sought to contribute 
to developing uniformity in how postnatal depression was treated, across the Trust.
Care and Training
HV 5. “Development in practice tends to be up to the individual, it’s not ledfrom the 
service. It is something that should happen like all statutory training. We should be 
updated annually rather than wait for individuals to say this is a course I want to go 
on.
One of the things that really frustrated me when Ifirst came out in practice is that you 
went out and searched for health needs but the resources weren ’t there and then you 
question whether it’s worth identifying those needs. But you find you get so bogged 
down by routine work Something happens, somebody rings you up and asks 
‘Can you do this ’ and you have difficulty, saying no. Instead you say, well OK and 
then you don ’t sort the other issues out. You are constantly chasing your tail rather 
than being proactive and not managing your time effectively.
Yes let mothers stay home for the first year, let’s lobby Tony Blair, I do feel that 
women should have a choice about whether they return to work or not If it isn ’t the 
right thingfor them to do then they shouldn ’t be forced to. I think they should have a 
choice and they should be paid”
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Controllins Care
This health visitor outlined the need for communication with other professionals as an 
essential prerequisite to care: -
HV 7. “ I never see the CPN. I don’t even know who the named one is for the area.
The counsellor in the surgery is absolutely excellent, I  find her really good, because 
she liases with me. I don’t tell the mothers that I ’ve spoken to the counsellor but she 
does give me an idea if they *re improving or not and the mothers know that I ’ve 
referred them to the counsellor.
Health visitors are not counsellors. I  don Y pretend to be a counsellor but counselling 
can play a big part in managing postnatal depression. Iwouldn Y dream of 
counselling a patient myself because I don Y feel I ’ve got the skills for that. The only 
skill I have is active listening. I don Y direct the patients at all I just give them 
thoughts to play with, things that they ’ve said to me ”
Thus methods of communication vary and the location and expertise of professionals 
are significant in assisting this health visitor to manage her care for mothers with 
postnatal depression more effectively.
Expanding on her experiences of lay and professional input and why care for mothers 
differs on several fronts, Health Visitor 7 demonstrated in depth knowledge of how 
mothers might feel in response to the various levels of care and support which they 
receive: -
HV 7. “I don Y find the midwives very good in dealing with postnatal depression 
maybe because they ’re not in long enough and I suppose the mothers are going 
through the baby blues. I feel that family andfriends actually can be more destructive 
than constructive because their tendency is to tell them that they should be feeling 
better than this. You ’ve got a lovely baby. This is where the mother’s self-esteem is 
not helped. I  don Y feel that someone has control over her postnatal depression. They 
just can Y snap out of it. Sometimes I find that I ’m battling against family andfriends
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advice and I ’m trying to raise the mothers ’ self-esteem. I can’t say anything about 
psychiatrists and psychologists because I ’m not dealing with them. I would have to 
refer to the GP who would refer on. I  think they would only be involved if there was 
puerperal psychosis.
Ifind mothers who’ve already had postnatal depression would be a useful source. I 
would however be reluctant to put them in touch with other mothers because 
sometimes I think people don’t like to show other people that they’ve got postnatal 
depression.. I think someone who’s had postnatal depression could be a useful 
resource and that’s where I ’m hoping that the postnatal support group will come in ”
This health visitor’s comments demonstrate the willingness to pursue methods of 
caring, within the boundaries of professional conduct and protocol. She reflects on 
factors that influences health visitor’s management of postnatal depression and cites 
policies, cooperation and inter-professional and lay carers communication to be 
primary factors.
Autonomy
Expanding on the influences of policies and protocols for health visitor’s autonomy, 
HV 7 comments: -
HV 7 "Our workload dictates how we go looking for extra work. You can’t blame the 
health visitor in this health authority when our job is really task oriented and it’s 
bogged down with numbers and developmental checks. So you can’t blame the health 
visitor for not actively going out and seeking to find postnatal depression. I think we 
have such a top down approach in this health authority. If they allowed us to have a 
bottom up approach to deal with our families as we see fit because we know them 
quite well, then I think the way we manage our care could be different and it would be 
according to the needs of our small community within the surgery. We are reactive 
rather than proactive ”
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Responsibility
For this health visitor Her personal involvement in completing the EPDS is described 
in terms of trying to ensure that mothers understand what is expected in regards to the 
task of completing the EPDS. Clearly there is an emotive side of this for mothers and 
health visitors and unintentional influence might be brought to bear on the mother by 
health visitors in how they interpret what they feel is expected of them.
HV 7. “I don’t interfere with the mothers filling in the EPDSIjust explain it and I do 
sometimes say to them, read the questions carefully for example this one; I ’ve been 
anxious for no good reason. I say to the mothers, if you ’ve been anxious about the 
baby because the baby has constipation that would be perfectly normal so therefore 
we wouldn’t expect you to say yes, very often. However of you’ve been anxious and 
you realise you’re not worried about anything in particular then that’s different. I feel 
you can’t give it to the mothers without some sort of explanation because thinking of 
the one with pre menstrual tension where she said gosh I don’t feel like that at all 
when I went back to fill in her score it had reduced because at that time she read the 
question differently. Another one that I pick out is I ’ve felt sad or miserable, I would 
never expect a woman to score zero because she’s just had a baby and she’s going to 
feel a bit sad at times.
I never fill in the EPDS at the beginning of my visit. I like to watch the mother’s faces 
when they come to question 10 to see if it’s a spontaneous smile or a bug for some. I 
never do this in clinic. I make a home visit because Ilike to watch the mothers doing it 
because I like to go through the scores afterwards ”
It could be surmised that there is the danger that a mother might acquire the label of 
having postnatal depression when in fact she might be behaving ‘normally’ given her 
health and social circumstances. The task of completing the EPDS, exposes mothers 
to subjective value judgements to which they might not have a right of reply. The 
health visitor showed care for mothers within the constraints of her knowledge and
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professional judgement. Audit and evaluation of such practices however are necessary 
for health care planning and efficient service delivery.
Supporting the argument in favour of professional judgement being of immense value 
HV 8 demonstrated her anxiety to comply with organisational protocols and she 
stressed the need for evidence based research to support the use of the EPDS. She 
gave more value to remaining educationally prepared to meet realistic expectations of 
mothers.
HV 8. “We certainly don ’t use tools in this surgery so I guess it has to be intuition or 
somebody actually telling you how they feel or their expressing it in some very 
obvious way. I probably miss an awful lot ofpostnatal depression possibly because I 
don’t use a tool but I also could argue that I don’t miss it but pick it up very subtly 
and perhaps prevent it from getting worse without realising. I have no proof it ’.s 
purely, anecdotal. Perhaps I support it in a way that's subtler, but if I ’m notfinding 
out I think it would be hard to prove because I possibly don’t ask the right questions 
to find out. I think I would ask the right questions if my awareness was raised more 
and I was more convinced about postnatal depression. I don’t feel there is a 
structured set up to deal with postnatal depression in this Trust therefore you muddle 
along with all the other things you have to get slotted in.
If I came across postnatal depression I would certainly suggest and try and persuade 
the family to seek medical advice if they felt that it wasn ’t something that they could 
deal with themselves. Otherwise we would discuss some strategies, which are more on 
the lines of support and help and lowering of expectations of what mothers can do 
now, since the baby has come along. Sometimes it might be to do with housing or 
benefits, which you can’t always deal with. You can’t always help but if you could 
then maybe I do it in a more subtle way without realising.
There have been times when I ’ve been desperate and written to the GP who is 
interested in postnatal depression and got mothers seen quickly. The GP is very busy 
and often hasn’t got a slot, but I usually write and she will see the mothers.
GPs manage it themselves and they manage it well. I ’m not always sure that we as 
health visitors should be the ones that manage it because I ’m not always sure that
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families particularly want you to know about the depression. You can ’t presume that 
you ’re the one they want to talk to and that they want you to visit them every week 
I don’t feel competent to deal with it myself so it either becomes a medical problem in 
which case I refer them to the GP or if it is social then I ’ve picked it up but not put it 
under the umbrella of postnatal depression.
The whole history of health visiting is based around social policy and we are very 
much governed by the policy of the day.
I don ’t use the EPDS because I ’ve never been trained to use it and if I used it I would 
have to know that there is some sort of support and back up for me.
If we ’d gone in and used the EPDS I am quite restricted in what I say and it takes 
time.
Not only that, you ’re talking about something that is ethically questionable is it worth 
using something if you have no back up services.
I t’s very important that we have counselling skills. Everyone needs listening skills but 
counselling is much more detailed and I think we have to know our limitations. We 
have to accept that we can only do so much. The worry is that I would have gone 
down the counselling skills route with someone, and then found I couldn’t go any 
further and have nowhere else to send the mother.
I don’t know who would be best to deal with postnatal depression. I acknowledge that 
health visitors might be good at identifying it but I ’m not sure that we would be the 
best to deal with it. This is partly because we have a relationship with the family, 
which might prevent us from being objective. I suppose I ’m doing myself a disservice 
because I do manage it to some degree”
This health visitor demonstrated her awareness of the complexity of the condition 
known as postnatal depression and that there is no single universal answer to the very 
nature of postnatal depression and how the condition would be best managed to 
benefit mothers in particular.
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Identified Need and Cultural Care
Expanding on her experiences of current care for mothers with postnatal depression 
HV 8 identified, that resources might include: -
HV 8. “Relatives, friends or refer on to the council or housing association or possibly 
mother and toddler group. But certainly postnatal groups are not set up in this area. 
This area is very much a community and I think that must lend itself to helping 
parents, mothers in particular after their babies are born. Nearly everybody I visit has 
got 100% support from family andfriends.
It makes a huge difference because of the community atmosphere. I recently had three 
people move into the area who were previously causes for concern when they were in 
quite isolated areas. They’ve moved into this area and they’ve gradually become quite 
independent and have got self-esteem. They ’re responding to services that are being 
offered which didn ’t happen previously and I ’m sure it is because the culture in this 
area is one of caring and responsibility.
Sometimes the health visitor is the last person to know that a mother has postnatal 
depression because they are dealing with it themselves therefore there is no need for 
the health visitor’s intervention really.
If I find a mother who has postnatal depression, I tend to visit her two or three times 
each week at different times of the day to begin with, to find out what sort of social 
support she wants and if there are any services we can put in or whether she actually 
wants medical intervention such as an appointment with the GP. If they want me to go 
along with them or just somebody to expedite an appointment then that’s what I will 
do”
Thus HV 8 expressed the need for opportunity to pursue specific activities with 
confidence and autonomy, whereby mothers and health visitors feel empowered to 
fulfil their roles.
HV 10 illustrated cultural variations and health visitor’s responsiveness to mothers 
needs and described one community within this NHS Trust. She described postnatal 
depression, causes, effect and also care, which is provided in ways which seems to
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typify many of the factors which were raised by other health visitors throughout the 
study. Significantly this health visitor demonstrated her willingness to be available to 
individual mothers and communities, despite the time pressures, which she 
experiences.
HV 10. “Every mum comes to clinic for the first six weeks. Anyone that has problems 
prior to the delivery would have extra visits in the postnatal period. It doesn7 take a 
lot of time in a small area. In our area every mum is encouraged to join a mother and 
baby/toddler group and they get on well together because they ’re all village people. 
They grew up in school together, they’ve supported each other, and they’ve been 
through crisis together. Sometimes I haven’t got time to give to a number of mums 
and I really want to keep an eye on them then I go to the mother and baby/toddler 
group and I spend a little bit of time with them. They also know that they can get me 
anywhere more or less at any time. They’ve only got to leave a message at the health 
centre and sometime that day they know I ’ll be popping in. Sometimes they want 
somebody else besides family andfriends and they need professional support.
I feel really concerned about my mums because I feel if  they get over the first couple 
of weeks that they sail on after that. The hard work is in those first couple of weeks. 
Antenatally, you talk to them about expectations, the baby and everything. Living in a 
village they can draw on their own family who must become involved because that 
baby is not their baby alone. The baby needs an aunt, an uncle, a cousin, a 
grandmother and the dads.
If there is a medical need then the GP must get involved but try other methods first.
I feel I ’ve got the time to deal with postnatal depression only because I know families 
are coping and I know they don 7 need us at a particular time and perhaps the 
mothers who are depressed can be left until the following week One mother might 
need visiting almost everyday for a week until the crisis is over. We are allowed 
flexibility and it’s marvellous that we don’t have people breathing down our necks. 
Obviously we have to keep within a certain framework and we are treated as 
professionals.
The EPDS is so broad based. I don’t want mothers to feel threatened and Isay to 
them if you don ’t want to do it then don 7 do it because to get the best out of someone 
you need their cooperation. It’s no good them saying something just to suit me, that
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wouldn’t be any good at all. Lots of mums are very clever at hiding their true feelings 
until it comes to almost crisis and that's sad. You’ve got to touch on so any little 
things just to draw the one thing out that’s significant. If they ’re willing to open up 
you have to give them the opportunity. The incidence o f postnatal depression could be 
a lot higher but it’s the old-fashioned grandmother and great grandmother who 
expect that they have to care for the baby. I t’s very much a case of; this is my 
grandchild. They have the ability to draw that baby away and give the mothers hours 
on their own to remember that there is a life out there which they thought had gone 
after they had the baby and that’s awfully important. Families are the key because the 
mum is very secure in her own family background”
Certainly care is an umbrella term, which should apply to individuals and 
communities and to lay or professional carers.
Summary
The underlying themes illustrated that health-visiting activities remain central to care 
for mothers who have postnatal depression. Needs are identified on physical, mental 
and emotional levels and awareness of these needs stimulate action on the part of all 
concerned. Health visitors are without doubt, prepared to influence policies that affect 
health. Although influence on managers and governments are only a part of the wider 
picture, mobilisation of resources is an ongoing health visiting activity among 
individuals and communities. Facilitation of health enhancing activities, are strongly 
influenced by managerial skills in areas such as negotiation, communication and 
cooperation. Thus health visitors remain a highly skilled proactive workforce in 
delivering care to mothers with postnatal depression.
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THEME 3.
INDIVIDUALITY and ASSESSMENT of NEED
Each health visitor who participated in this study described their approaches to care 
for mothers with postnatal depression as relying heavily on accurate assessment of 
need, with the view of bringing about positive outcomes for mothers with postnatal 
depression- Communication was highlighted to be an integral part of the process thus 
characteristics of personnel and other resources were described in some detail.
The EPDS and Identifying Postnatal Depression
HV 1 described the opportunities, which were available to her to deal with postnatal 
depression- In each instance however, health visiting activity, required ongoing 
assessment of need and implementation of best practice, based on available evidence.
HV 1. “It could well be, about your personal motivation. It shouldn’t just be down to 
that, it should be needs led but I think part of it comes down to personal motivation. I 
think it’s got to be needs led. Each mother with postnatal depression might need a 
different level of support at different times. It’s not standardised.
I agree with the EPDS as a framework, you have a standard. You have regular visits 
for a length of time but then you’ve got to take the cues from the family themselves as
w ell You’ve got to step back sometimes and think should it be that rigid and
who is it benefiting. That’s what you’ve got to ask yourself, is it a professional need or 
is it the person’s need and you have to question that. Yes I agree with a framework on 
a regular basis but how regular and how much should be down to the professionals 
and the families themselves”
Thus HV 1 gave value to core beliefs of organisational protocols for dealing with 
postnatal depression, the use of the EPDS and the value of a client focused approach 
to accurate identification of mothers with postnatal depression-
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Accessibility to Service
HV 2 “It’s whether you already know the women. A lot of the families I visit, if it’s not 
the first baby, I already know them partly because I ’ve been in practice for so many 
years. Although the GPs are based in the area I work and because I work in a 
geographical area, I tend to know a lot of people that I don’t visit anyway. Simply 
because of word of mouth and they live next door. I  also have access to their medical 
records so if  I ’m aware that that they have previous history o f depression or incidents 
that I think might lead to a reactive type depression antenatally or after they’ve had 
the baby, I discuss it with them. The visits I tend to do are based on what I identify 
and if I identify anything then I ’ll follow it through. In that way I will use the 
postnatal scale such as the EPDS at 8 weeks and 6 months, if the woman is agreeable, 
if  the time allows and if the purpose of the visit allows that to be completed as well. 
Remembering that the EPDS is a tool and you can score 22, it doesn ’t mean that 
you ’re going to jump off a bridge or something like that. So you have to use it in 
context. I don’t think you can use it in isolation. I think if  that’s the case then you ’re 
just building up problems for yourself and everybody. It is the context that you use 
any tool that makes it beneficial or suitable or whatever you want to call it. We are a 
profession that is constantly trying to ‘prove ’ ourselves and because of that you fill in 
all the boxes and building bricks and whatever and it’s the context in which it is used 
They could fill these in, in Tesco ’s, but it would be pointless ”
HV 2 in the overall scheme of the concept of care makes links between her skills and 
accessibility to information and cooperation from colleagues, mothers and others. She 
demonstrated the importance of relationships and alliances, knowledge and individual 
assessment of need to be the best way of providing evidence based care, in her area of 
work. Therefore while the EPDS facilitates a structural plan for visiting, it is primarily 
a tool, which should be used discriminately.
HV 3. My approach was very much ad hoc really. I went in to do a lot of listening 
visits, which are quite important. But quite often I couldn ’t really see the way forward 
with the mum. Whereas now I ’m more aware of the support they can have.
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Thus HV 3 acknowledges a positive shift in her approach to caring for mothers as is 
in keeping with the research evidence in the literature review.
HV 4 gave consideration to the importance of one mothers’ personality and her 
demonstration of autonomy in determining whether or not, to access services:-
HV 4. “This mother hasn’t got a happy disposition. Out of the blue I had a referral 
from the GP to go and see her. I contacted her several times and left messages on her 
answer machine. She said she hadn ’t taken the antidepressants because she had gone 
on holidays and wanted to be able to drink while she was on holiday. I  offered to go to 
see her. She felt it wasn 7 necessary, so I had to leave it. That was her choice that if 
she needed me to come to see her, for her to contact me. She knew my contact 
number. Her second baby must be about 10 months now, she hasn 7 contacted me so I 
cannot force myself on somebody that doesn 7 need or require you to visit them ”
This health visitor observed that forces within the mother’s cultural domain 
influenced her choices, which she balanced against each other to make her decision to 
not utilise the health visitor’s service in this instance. It is possible that the mother 
found other sources to relieve her psychological distress. Alternatively her depression 
may have resolved itself, spontaneously or she may have continued to cope with 
depression, in her own way. In any event the mother accessed services based on her 
own value judgements.
Training -  Experience and Communication
HV 5. “Well I feel the training has a big influence on dealing with postnatal 
depression If you ’re using a tool and if you’ve been taught to use a tool then you ’re 
going to use that. It also depends on your liaison, your experience of working together 
with the GP and other people.
I ’ve got an interest in postnatal depression but I haven 7 grabbed the bait. And yet it 
would make such a significant effect on postnatal depression. If you deal with it I  do 
believe if  you deal with it appropriately and effectively then it will have a knock on
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effect and improve things all the way down the line. The GPs here tend to if they
prescribe drugs then they do monitor mothers quite well. They will have them back 
about 2 weeks later or 3 weeks after the initial prescription. I t’s not just a matter of 
giving them a prescription, they do listen to what's been said and that's pretty good. I  
feel if the GP feel that someone is postnatally depressed, they increase the frequency 
of their visits "
This health visitor indicated that knowledge and motivation to act to relieve postnatal 
depression for mothers is important. In her area of work medical interventions are not 
uncommon and although cost implications cannot be ignored, nevertheless GPs are 
knowledgeable about postnatal depression and pay attention to mothers who suffer 
from the distressful condition. Thus the provision of services, are considered 
rationally based on knowledge of the condition and the power to act according to 
perceived need.
Autonomy  -  Knowledse and Application
HV 6. “I don’t use any tools. I have used the EPDS but I stopped using it because you 
really shouldn 7 be using it unless you 're trained to use it. It shouldn ’t be just 
something you pick up and use. So I stopped doing that, however what I ’ve done is 
that I've changed my practice. We have been encouraged over the years to reduce our 
home visits postnatally. I've actually increased mine instead. I've reverted to practice, 
which I  did 15 years ago which is every weekfor the first 6 weeks. In terms of my 
visiting patterns postnatally, I have over the years been encouraged to perhaps 
decrease our visiting at home. To just do the birth visit and perhaps one other follow 
up visit. I found when doing that, the relationship that you have with parents 
deteriorates. I made a conscious decision to visit every weekfor the first 6 weeks, 
mainly to improve my relationship with mothers. A by-product of that was I actually 
increased my uptake of identifying postnatal depression. People come to me when 
they 're feeling miserable and are prepared to share it"
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HV 6 identified that her experiences of using the EPDS in her cultural location, was 
instrumental in her decision as to whether or not she would use the tool. She 
implemented best practice based on personal tried and tested experience as opposed to 
protocols, which may not have sufficiently acknowledged individual differences. She 
indicated that in time to come she planned to base her practice on effective 
relationship with mothers.
Expanding on this theme HV 7 described her personal approach to needs assessment 
based on experience: -
HV 7. “Well I only recently started to use the EPDS and I  use it because of something 
that went on in my personal life. Something that happened to me recently, and it 
wasn 7 postnatal depression. I felt that mothers needed to be supported but I didn 7 
feel comfortable enough just to use my intuition because I feel that if some mothers 
want to hide it, they can. They can hide it with a tool A reasonably intelligent woman 
can read through and say, I know what she wants me to put there, so I'm not going to 
put it. My experience has been that the ones that have actually filled it in, even though 
I ’ve explained it, they seem to have been quite honest. Those that have turned out to 
be above the threshold, when they’ve seen their score, for some of them, it has 
actually opened the floodgates. They’ve actually cried. I  try to follow the protocol but 
i t ’s been a little bit hit or miss because I didn 7 have a protocol written down and I felt 
I wanted some guidance. One of the first things that happened to me, when Ifirst 
started to detect them was my anxiety levels went up because I didn 7 know how to 
deal with it really. What I do now is if the score is above 12 or 13,1 go back 2 weeks 
later to repeat it to make sure. One mother when I went back 2 weeks later her score 
had dramatically reduced. If in the 2F1 week their score is above 12 or 13, then I offer 
them listening visits and we have an excellent counsellor in the surgery. I  must admit 
that I  haven 7 really done any listening visits yet because the counsellor is excellent. I 
book them in with the counsellor but I still offer them support. The GP is also 
supportive in the sense that she is positive. She wants a copy if the mother gives 
permission of the EPDS, that they’ve completed. If I  have any concerns I refer them to 
her as well. I make an awful lot of use of the counsellor especially if the mothers don 7
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want the listening visits. A few that I ’ve identified so far, they’re seeing a counsellor 
regularly apart from one whose score is really high and is always on my mind. She 
doesn’t want to see the counsellor and there’s nothing that I can do about that. The 
only skills I feel I have, is active listening and I don’t direct patients at all. I  usually 
give them thoughts to play with. I think sometimes that can be enough for some 
women with postnatal depression and it can prevent them from going back on 
medication and so forth. That’s why I use the counsellor as well. If I think the mother 
doesn’t want the visit, that’s why I refer to the counsellor. Sometimes I think the 
mother likes the idea of being referred to a counsellor because I think sometimes they 
feel that because I ’m visiting her and the baby and you, get to know quite a bit about 
them. There are things that the mother does not want to share with you. Because 
you ’re visiting her baby as well, things that have happened to her in the past, and 
that’s up to her of course, she can keep it private. I ’ve had a few who have actively 
sought out the counsellor when I ’ve mentioned it. They explore things with the 
counsellor that they never would have disclosed because we visit them and we have a 
“child protection role ”
HV 7 demonstrated a need to compliment personal experiences and knowledge with 
the use of a tool She did not feel that the tool was a panacea for detecting all postnatal 
depression/mood disorder but felt that her positive relationship with postnatal mothers 
enabled them to participate in filling in the EPDS and to share their innermost feelings 
with someone who they trusted. Additionally while health visitors are adept at 
identifying postnatal depression through a number of means it did not necessarily 
mean that health visitors were the sole therapists who could address the needs of 
mothers. There was also the question of personal choice for mothers, based on their 
perceptions of the roles of care professionals, and this had to be satisfied.
It was also evident that GP services vary and that individuality of support staff such as 
counsellors will influence the services, which are provided. The researcher wonders 
whether the individual nature of communities and the absence of a general uniformity
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in how GP surgeries are staffed, dictates how health-visiting practices in dealing with 
postnatal depression could be carried out
Multidimensional Approaches to Care
Expanding on the theme of adopting a multidimentional approach to dealing with 
postnatal depression: -
HV 8. “No one approach is going to be the answer to everybody’s problems. Some will 
want groups some will want individual attention. Some will want nothing and some 
will want medication. I think there has got to be a very flexible approach and it’s also 
got to be open-minded. It has got to be well supported because people can’t go off and 
do these things without some support. The evidence that tells you about the likelihood 
of a person having postnatal depression, it could be because they are alone and they 
live in a high rise flat and haven 7 got any money. You would have triggers to help 
you look more at early detection. I think that’s something that certainly doesn 7 
happen here. Mobilising resources, the resources are not geared specifically to 
postnatal depression. In this area support is very good. Health education is something 
we need to look at particularly in relation to men because men seem to have difficulty 
understanding postnatal depression. Partners do anyway because that’s the feedback 
I ’ve hadfrom mothers. He doesn 7 understand, he thinks I should feel better, what’s 
the matter ’ And even in the home, if a mother said that she was having difficulty 
explaining it, it would be nice, it might be appropriate for the health visitor to do that. 
It would be nice to have the expertise to be able to go in and act as some sort of a 
facilitator, an arbitrator to explain it to the partner exactly what’s happening. Maybe 
to say we have this set up in this area, it is very successful and you will get better. I 
think we just tend to treat it in isolation. The mother comes to the surgery, they have 
the medication, they go home.
Unless you know the family antenatally you might not be the person they want to visit 
every week for an hour. I  think some people, who are in this position when they’re 
well, don 7 necessarily want to see somebody who knew them when they weren 7 well. 
So surely that could influence your relationship with them later on because they 
would like you to see them at their best. Whereas somebody like a counsellor sees 
them and may never see them again. So they can be more objective. The EPDS can be
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quite subjective because you ’re quite involved with the family. It could be their 3rd 
child and it’s (PND) happened. It doesn’t have to be the 1st child so you could have 
been their health visitor Having been here 19 years, to a family on their 3rd child”
This health visitor identified that the issues of personal choice for mothers, dictates 
whether or not they accept help in one form or another. As other health visitors have 
done, this health visitor gave value to a mother centred approach to care which took 
into account social circumstances to be balanced with appropriate resources. The 
latter would include a significant health educational input to partners and significant 
others. Additionally, mother’s perceptions of the roles, which they required health 
visitors to play in their lives, dictated who they would ask for help to relieve their 
psychological distress.
Misuse o f the EPDS
HV 9. “No we don’t use the EPS depression scale. I  was talking about this to one of 
our local psychologists the other day and she was saying that obviously if you ’re 
bright enough you can manipulate this because of her own reaction to it when it was 
used surriptiously. She felt it wasn’t used openly and above board. It wasn’t meant to 
empower really. She was not keen on it at all. It was usedfor her depression. She 
knew what it was. She felt that she gave the answer she was expected to give. She was 
saying it was open to manipulation and interpretation and the skills of the person 
who’s applying it. She felt it was used in a manner, which was of no use at all. Lots of 
other people have found it useful. We’ve had notes coming through from the doctor 
with people who have been part o f a programme but I don’t think it has identified 
anything more really. I would think if it was selectively used. I  don’t think it needs to 
be used on every single mother you know, across the board. But I think if there’s 
anybody that you have the slightest suspicion that they ’re not coping and you feel it’s 
heading down the postnatal depression road then I would think probably yes. Having 
said that if I felt down and read this list of things I ’d probably want to chuck myself 
off the bridge or something. I think the questions themselves are very emotive aren’t 
they? And they bring out a lot of feelings possibly to good effect, I  can’t say, never
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having used the scale myself. If the EPDS had been researched and proven to be 
effective. In my heart of hearts I don’t know if I would use it on everyone ”
HV 9 gave importance to reflection on the application and outcomes of using the 
EPDS. Issues such as the mother’s expectations when the EPDS was applied to their 
situation and how their opinion about depression compared with what the EPDS 
suggest, were essential to evaluating the effectiveness or otherwise of the EPDS. She 
suggested that the relationship between the mother and health visitor should dictate 
how and when the EPDS was applied as this would influence the mother’s 
receptiveness or otherwise to the EPDS.
Obviously there are means of evaluating the outcomes of interventions for postnatal 
depression but there may be a need to develop a tool specifically for this purpose 
because relying on the current EPDS for detecting postnatal depression may direct 
mother’s minds towards depression. In contrast, a tool based on wellness would 
compliment the EPDS and be of more value. What is apparent from this study is that 
professional judgement combined with the EPDS could facilitate collaborative care.
Contextual Care
HV 10. “We ’re going to do the EPDS on everyone but we ’re looking to integrate it 
into our listening groups. Some of the mums have quite severe postnatal depression. 
There are many things that we’ve already addressed such as anxiety and stress. 
Because we ’re doing a range of topics were not pinpointing them. Yes they can have a 
little bit of individual attention. I would say i t ’s very individualised really. You know 
each and every mum they are all different. The contributory factors are all going to be 
different. Each and every mum coming from a different standpoint and would want a 
different way of dealing with it. They ’re all going to follow certain trends. We might 
have four or five mums. They might be totally different coming from all angles 
between everyone of those, similar set of circumstances ’’
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HV 10 considered that dealing with postnatal depression is one issue that trouble 
mothers and that there are many facets to a diagnosis of depression in the postnatal 
period. Within communities, a group sharing of information could be an effective 
means of managing mild or severe postnatal depression whether the aetiology was due 
to physical, psychological or socio-economic conditions.
Summary
Primarily health visitors felt that individual application of the EPDS provide a 
framework through which needs might be assessed and practice implemented, and a 
means through which interventions could be judged to be effective or otherwise.
Much value was given to the personal choice of mothers in respect of seeking and 
accepting treatment and issues of responsibility on the part of health visitors. The 
latter relied upon health visitor’s motivation, workload, and knowledge about 
postnatal depression, policy and protocol. In health visitor’s opinions, abiding by the 
codes of professional conduct, was essential for ‘good’ health visiting practice. 
Collective, individual, shared and professional responsibility were all dependent upon 
the relationship between health visitors, mothers and others thus effective 
communication was essential. The use of the EPDS was integrated into some health 
visitor’s thinking and practice however outcomes of its use were only considered to 
have positive effects when mothers were able to demonstrate that they had been 
helped by it’s application. Mother’s opinions were also influenced by the opinions of 
significant others, for example their family and peers. The fundamental principle for 
successful intervention was that a ‘mother-centred’ approach was crucial to achieving 
competency in care that is given to mothers with postnatal depression.
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DISCUSSION of FINDINGS
This study sought to elicit health visitor’s opinions about how they managed postnatal 
depression. Evaluation of health visitor’s perceptions and their expectations showed 
that they managed the condition in a number of ways. This chapter will describe the 
key issues arising from the results, which were obtained from the semi-structures 
interviews.
The format of the discussion will follow the outline of the research findings under 
headings, which have bearing on the themes that were identified. Thus comments 
about the meanings, causes and the effects of postnatal depression and types of care, 
will be outlined.
• Theme 1. part (i) How health visitors manage to describe postnatal depression
• Theme 1. part (ii) Description of the causes of postnatal depression and how 
these causes are managed
• Theme 1. part (iii) Description of the effects o f postnatal depression and how 
these are managed
• Theme 2. Description and assessment of need and caring interventions and 
how these are managed
• Theme 3. Description of indiscriminate need and how this is managed
Throughout the study, health visitors indicated that postnatal depression could be 
described in a number of ways. This had implications for how they managed the 
service and supported mothers with postnatal depression. In the main, health visitors 
attempted to adopt a holistic approach to care.
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When mothers were found to be depressed, accurate assessment of their condition 
often appeared to reveal that efficient interventions would need to be focused on 
social as well as medical causes of postnatal depression.
THEME 1. Part (if
HOW HEALTH VISITORS DESCRIBED POSTNATAL DEPRESSION
Health visitors described postnatal depression as an absence of or a limitation on 
psychosocial health. Although research suggests that there are clear descriptions and 
definition of postnatal depression (Raphael-Leff, 1991; Dalton et al, 1993 and The 
Marce Society, 1994), health visitors in this study described that identifying postnatal 
depression should be based on their clinical judgement whether or not they used the 
EPDS. These opinions confirmed elements of previous research findings which 
suggests that whatever method is used, to detect and treat postnatal depression, 
4professional judgement was crucial to the success of any interventions, (Cox, 1987). 
Certainly for health visitors in this study the term postnatal depression was more than 
just a word and was viewed more as a condition worthy of diagnosis not least because 
of the mother’s symptoms of psychological distress and the resulting impact on 
others. The EPDS is used in current practice as a diagnostic tool, to detect and manage 
postnatal depression, within a medical model o f care. Thus diagnosis is made and 
treatment prescribed for mothers who have postnatal depression, (Cox, 1987). From 
the reports of health visitors in this study, identifying and managing the sociological 
aspects of postnatal depression, requires specific attention, to be focused on those 
needs that are not detected by the EPDS. Consequently it may be more appropriate to 
combine use of the EPDS with a framework of a nursing diagnosis if a comprehensive 
assessment of need is to be made. The General Assembly of the North American
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Nursing Diagnosis Association (1997) (NANDA) defined nursing diagnosis as:
 a clinical judgement about individual,  family or community responses to
actual or potential health problems/life processes. Nursing diagnosis provides the 
basis fo r  selection o f nursing interventions to achieve outcomes fo r  which the nurse 
is accountable ” (Carpenito, 1997, page 4). According to the Nursing Diagnosis 
Index, postnatal assessment can determine a need for counselling. It is possible 
therefore that utilising the principles of NANDA diagnosis and the EPDS, health 
visitor’s diagnosis of postnatal depression could be made more explicit and holistic. 
Diagnosis could be made on the basis of observations together with listening and 
attending to mother’s needs.
Health visitors in this study indicated that there is a difference between the transient 
low mood and the more prolonged period of psychological dis-ease that mothers may 
suffer as a result of childbirth. However health visitor respondents in this study 
described how a lack of understanding of postnatal depression on the part of family 
and friends, and the social pressures on young mothers, were factors not easily 
detected by the use of the EPDS. Thus they asserted that the use of a screening tool 
merely detects the symptoms of postnatal depression, and the root causes of the illness 
were detectable only through the use of their professional counselling skills. However 
in this study because health visitor’s autonomy to describe postnatal depression 
appeared to be curtailed by medical models of health, they were unable to express 
their knowledge of the facts gained from professional diagnosis that social factors 
were often a root cause of postnatal depression. These findings support those of 
Gelda, (1978) and Hopkins et al (1984) reported in the literature review and classify 
postnatal depression as being a different condition from puerperal psychosis.
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Meanings o f Postnatal Depression For Health Visitors
Health visitors in this study indicated that there was no single meaning of postnatal 
depression. The majority of health visitors had not adopted the EPDS or had discarded 
its routine use for the detection of postnatal depression because they had found that 
mother’s behaviour was more reliable in terms of identifying, defining and treating 
postnatal depression. Health visitors in this study indicated that their definitions of 
postnatal depression and subsequent interventions were based upon mother’s 
disclosures of social and psychological distress rather than depression per se, findings 
that were similar to those of Thorpe (1991), The Marce Society (1994) and Elliott 
(1989). In many instances, health visitors distinguished between depression caused by 
adverse social factors and true postnatal depression, which they believed to be due to 
hormonal imbalances which could be diagnosed by a doctor and treated, (Gilbert, 
1992).
For example health visitors described incidences of tearfulness in mothers with 
postnatal depression. These they said could be heart rending to watch even though the 
condition was time-limited in intensity and duration. In their view, effective treatment 
could reduce the effects of postnatal depression. However the kind of treatment 
required was often a type of social intervention to relieve stress on mothers. For 
example their depression may have been experienced as a result of leaving their 
babies with other carers, thus the diagnosis o f postnatal depression by health visitors 
was often linked to the manifestation of adverse reaction to social circumstances and 
other delicate social problems, rather than psychological disease. Mother’s feelings of 
frustration with their lives were cited as the causes of their feelings of panic, 
fear fulness and anxiety about failing to live up to personal expectations and the 
expectations of others. Health visitors said that they felt that mothers, who lacked
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sleep, were tired and were unable to cope emotionally without social support, were 
most likely to display symptoms of postnatal depression. Health visitors also 
identified that mothers disclosed that they had postnatal depression when they 
perceived that their own babies behaved ‘less well’ than the babies of others, and 
many mothers felt that this pattern would continue indefinitely. This was also the case 
when mothers had concerns about their lack of proficiency in their role as a parent. 
Consequently mothers experienced feelings of guilt, anxiety, physical and mental 
exhaustion, which prevented them from carrying out domestic and other tasks. Health 
visitors therefore said that their understanding of the meanings of postnatal depression 
could be described in terms of mother’s possessing feelings of helplessness, having 
difficulty in deciding whom to turn to for help and concerns that help might not be 
forthcoming. It was health visitors experience that being able to ‘offload’ these 
psychological burdens, aided mother’s recovery. Forums, in which mothers could 
receive counselling, were identified as a means of allowing mothers to safely express 
feelings of failure. Thereby health visitors believed that mothers might be helped to 
become empowered and confident through counselling processes.
For health visitors, the process of clinical supervision provided them with an 
opportunity for reflection on the real causes of mother’s distress rather than their 
having to rely solely on the EPDS, as a means of confirming a diagnosis of the 
presence of postnatal depression. Consequently health visitors, who participated in 
this study, relied more on their professional judgements as a means of correctly 
identifying and treating postnatal depression rather than the use of a screening tool 
The reports of health visitors in this study were therefore not dissimilar to the 
contemporary definitions of postnatal depression found in the literature review. For 
example Cox, 1993 described biophysio logical, sociological and psychological causes
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of postnatal depression. A diagnosis of postnatal depression is said to be the result of 
“atypical” characteristics of the physical and psychological stresses of pregnancy and 
childbirth. Perceived atypical experiences were therefore identified as the underlying 
causes of postnatal depression. Oakley (1993) who supports the feminist perspective 
suggests that these stresses are said to require ‘treatment’ because women are 
subjected to a male dominated medicalised approach to maternity care, which dictates 
how postnatal depression is diagnosed and treated. Doyal (1995) adopts a more 
holistic approach to postnatal depression similar to the one described by the health 
visitors in this study. These findings underpin the fact that social as well as 
psychological and biological realities play an important role in the construction of a 
diagnosis of postnatal depression.
From participant’s reports, postnatal depression can be identified through mother’s 
expressions of tearfulness, feeling ill, sad, manic, happy, frustrated, panicky, scared, 
trapped or guilty. Many of these symptoms may be accompanied by tiredness and lack 
of social support but with the right kind of support, these factors can be alleviated. 
Findings that have been supported by researchers such as Arieta et al (1980) Pakyel 
et al (1980) Robson (1984) Amino et al (1984) Watson et al (1984) Linville (1985) 
Raphael-Leff (1986) Weisner (1986) Gilbert (1992) and Harris (1992). This of course 
would be unlikely to be the case if as Pritchard et al (1996) explained the depression 
was linked only to physical/hormonal factors.
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THEME 1. Part (ii)
DESCRIPTION OF THE MANAGEMENT OF THE CAUSES OF 
POSTNATAL DEPRESSION
Participant's Views About Mana2ins the Causes o f Postnatal Depression 
Whilst health visitors in this study identified what they perceived to be the causes of 
postnatal depression, their perspectives of their own roles and how they managed the 
condition were strongly influenced by the training that they had received as health 
visitors, their personal experiences as well as interpretations of what is expected of 
them, by others, a finding also identified by (Drennan, 1986). Health visitors in this 
study demonstrated their skills in managing communication with postnatal mothers on 
a variety o f levels and in many settings, a finding also supported by, Lancaster,
(1999). Health visitor’s reports indicated that they were able to form close confiding 
relationships with mothers who had postnatal depression. In this study it was clear 
from health visitor’s reports, that their experiences of dealing with postnatal 
depression confirmed what was already known about the causes o f postnatal 
depression as identified by, (Cox et al, 1987). However, although health visitors 
communicated their observations about postnatal depression very well, their freedom 
to take appropriate action to address the social needs of women with postnatal 
depression appeared to be limited to some extent by organisational decisions on the 
need for medicalised care. Thus for health visitors there remained the need to identify 
clear pathways to the treatment of social oppressions as well as the identification of 
psychological distress, which is characteristically labelled as postnatal depression. 
Health visitor’s interventions were therefore focused on the importance of supporting 
mothers to cope with lifestyle changes, the inherent stresses of work, financial 
pressures, social isolation, unrealistic expectations of self, baby and relatives.
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Health visitors described factors, which if not dealt with in their opinion could 
precipitate and perpetuate postnatal depression. These factors included, poor outlook 
for the future, low levels of personal coping strategies, feeling out of control, feeling 
tired, expectations of being the proverbial ‘super mum’ multi-skilled and domestic as 
well as a professionally ‘high achiever’. The more physical causes of postnatal 
depression, were linked to hormonal imbalances and although health visitors who 
participated in this study did not expand upon this aspect, or cause of postnatal 
depression they were aware of the research which suggests that an abrupt interruption 
of progesterone levels at the time of the delivery of the placenta, might be a 
significant cause for the development of postnatal depression and that as, Dalton, 
(1980, 1984, 1985) Pritchard et al, (1986) and Harris et al, (1996) suggested, a 
fluctuation in Cortisol levels may contribute to the development of postnatal 
depression. Similarly they were also aware of the fact that as Gregoire, (1996) 
suggests, fluctuation in Oestrogen levels is also a cause of this condition. Some health 
visitors were also aware of Pope et al’s (1991) and Harris et al’s (1992) findings that 
thyroid dysfunction, is a contributory factor to the development of postnatal 
depression. Other causes of postnatal depression suggested, included those put 
forward by Kitzinger (1992) who subscribes to the view that each mother’s 
psychosocial world is important in the development of postnatal depression, 
particularly the feet that where mothers feel powerless in the maternity period, it may 
lead to a condition similar to that of a post-traumatic stress disorder.
In summary then, health visitors in this study appeared to believe that the 
medicalisation and pathologisation of childbirth interventions were contributory 
causes to the development of postnatal depression particularly in instances where
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mothers found hospital confinements to be particularly stressful, (Richards, 1977) and 
(Chalmers, 1989).
THEME 1. Part (iii)
DESCRIPTION OF HEALTH VISITOR’S MANAGEMENT OF THE 
EFFECTS OF POSTNATAL DEPRESSION
Effects o f  Postnatal Depression for Participants
The reports of health visitors in this study, confirmed research findings about the 
effects of postnatal depression on mothers, their families and others. Health visitors 
expressed a sense of responsibility for recognising postnatal depression among 
mothers. They were therefore concerned about the possible adverse effects of their 
limitations on the family and consequently questioned the reasons for their failure to 
provide more intensive programmes of intervention. To do this health visitors 
suggested that they might have a need for more training, more experience and post 
registration supervision of their methods of dealing with postnatal depression. These 
findings were supported by Stoter (1992) who suggested that the quality of the care, 
professionals offer clients, may be heavily reliant on the extent to which professionals 
themselves are supported, (Bond and Holland, 1999). Thus the improved management 
of postnatal depression may have implications for how clinical supervision is 
provided within health visiting practice. Good clinical supervision could enhance 
health visiting practice and health visitor’s ability to recognise and manage all aspects 
of postnatal depression and to develop future practice. Health visitors were also 
concerned about the impact of postnatal depression on fathers. They said was an issue 
that should not be ignored. Health visitors commented that fathers sometimes 
indicated that postnatal depression was problematic for them. They therefore felt that
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management of postnatal depression should include interventions, which 
acknowledged the need for supporting fathers.
Relatively little mention was made by health visitors in this study of the effects of 
postnatal depression on babies. There is scope in this instance for further research into 
how health visitors may manage the effects of postnatal depression on children..
THEME 2.
DESCRIPTION OF HOW HEALTH VISITORS MANAGED CARE 
Types o f Care
Health visitors in this study described the need to manage the effects of postnatal 
depression on several levels as a means of providing care.
Firstly management required balancing the time and resources, which health visitors 
could invest in caring for mothers with postnatal depression.
Secondly, health visitors described a need to develop their skills of appraisal and 
detection of the condition of postnatal depression. This centred on acquiring more 
knowledge of the social as well as the physical and psychological aspects of the 
condition and the need to develop and improve their management skills. However 
health visitor’s control of their management of postnatal depression was not absolute, 
as it was governed by policies and protocols which prevented them from acquiring the 
resources they needed to intervene in social determinants of postnatal depression. 
Health visitor’s reports identified the importance of holistic care and comprehensive 
assessment of the needs of mothers. To provide such a model of care for interventions 
in postnatal depression health visitors felt that developing expertise in counselling 
would enable them to recognise and deal more effectively with postnatal depression 
and to make appropriate referrals of mothers where necessary. This was an approach
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recommended by McClarey and Stokoe (1995). Similiarly in this study, health visitors 
expressed the desire to develop and extend their communication skills through 
counselling to enhance their professional role and to assist the identification of 
alternative care pathways through which, they could deliver care. Health visitors said 
that they wanted more autonomy and freedom to treat the social aspects of postnatal 
depression as well as the opportunity to work collaboratively and directly with key 
mental health services such as psychologists, psychiatrists and community psychiatric 
nurses. Health visitors felt that helping mothers to develop self-awareness and 
knowledge about postnatal depression could contribute to their well-being. In order to 
develop counselling roles health visitors acknowledged that changes in policy and 
protocols might be essential to the delivery of a clinically effective service.
Health visitors therefore acknowledged the fact that their managerial roles could be 
more effective if they had comprehensive resources and the power to deliver holistic 
care and counselling interventions.
The findings of this study therefore show that in order to manage the care of postnatal 
mothers health visitors are aware that care is dependent upon efficient assessment of 
need across a spectrum of physical, psychological and social factors as well as 
efficient communication and counselling interventions.
THEME 3.
DESCRIPTION OF INDIVIDUALITY IN THE ASSESSMENT OF NEED AND 
HOW THIS IS MANAGED BY HEALTH VISITORS
Key factors identified by health visitors in this study of management of postnatal 
depression included the importance of the recognition of individual differences in the 
way in which health visitors deliver caring interventions.
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Central to health visitor’s descriptions of individuality in care management was the 
theme of ‘client-centeredness’. Health visitors appear to believe that their 
interventions should be tailored according to specific need. Consequently the pattern 
of management of individual cases is bound to vary. In essence, managing individual 
variations requires health visiting activity-specific management, people management, 
as well as resource management skills.
From the findings of this study it is apparent that health visitors have a broad 
understanding of the nature of postnatal depression. However it is also apparent that 
in order to enhance the care offered to mothers and their families, health visitors 
perceive the need for a model of care that encompasses social as well as physical and 
psychological interventions. To detect social need, and to improve psychological 
interventions, health visitors perceive the need for using supportive counselling 
interventions as well as screening tools to detect need. This expanded approach to the 
management of care has also been recommended in the literature, (McClarey and 
Stokoe, 1995). To institute such an expanded approach to care, it is suggested that a 
new model of health visiting diagnosis, which incorporates a counselling approach is 
developed. Counselling approaches based on genuineness, positive regard and 
empathy, acknowledges personal experience, have been identified in the literature as 
the priority basis for therapy, (Greenberg et al, 1994). The conclusions to this study 
identify such a model
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CHAPTER SEVEN
CONCLUSIONS
This study focused on health visitor’s perceptions of how they managed postnatal 
depression. Health visitors who had been in practice for at least two years were able to 
give reports from their own perspectives, and experience of practice. Health visitors 
agreed that principles of health visiting and counselling activities, rather than the sole 
reliance upon a screening tool, assisted them in focusing on health and self- 
actualisation rather than sickness and severe disturbance, for women who might be 
labelled as having postnatal depression.
The clinical governance agenda promotes the profession of health visiting as being 
crucial to delivering a public health service, (DOH 1998). Postnatal mothers are one 
group of individuals who occupy much of the health visitor’s attention in preventative 
public health work. In satisfying the governance agenda for public health, health 
visitors need to be clear about what is expected of them and make explicit, factors that 
influence their practice. Their managerial duties are to make visible the way in which 
health visitors, care for mothers, who have postnatal depression.
Results of this study have shown that health visitor’s accounts identified their interest 
in helping mothers who suffer with postnatal depression and that health visitors, 
valued the opportunity to reflect on practice in informed ways. Their reports 
highlighted their own cognitions and understanding of postnatal depression and how 
they applied these to practice. Health visitors testified to the value, which mothers and 
others gave to their professional input to help manage postnatal depression and it was 
evident that their roles as advocates, counsellors, educators, facilitators and 
communicators had an empowering effect and reduced the risk for mothers with 
postnatal depression.
It was clear that support is an integral part of the health visiting service and that a 
holistic approach including counselling to meeting the biopsychosocial needs of 
mothers is important.
Although few health visitors had formal qualification in counselling, many indicated 
that the use of counselling skills was important. Studies in psychology are a part of 
the health visitor’s training therefore they are aware of the importance of counselling 
from the outset of their training. Their use of the EPDS as a diagnostic tool was 
therefore only a part of their intervention strategy. The NHS Trust for whom health 
visitors work, recently introduced a programme of training for health visitors in the 
use of the EPDS but in the light of the recommendations of the NSC and the CPHVA, 
(Adams, 2002) the value of the EPDS and it’s use remain a matter of debate for health 
visitors, who continue to seek clarity in how to provide high quality evidence based 
care.
Results of this study show that health visitors are concerned that the use of the tool on 
it’s own, is insufficient. For it to be effective it needs to be combined with clinical 
judgement and counselling skills.
Because counselling as an activity may not have been included in health visitor’s 
curriculum, there is likely to be a shortfall in fulfilling the requirements for the 
practice o f counselling skills if counselling supervision is not provided, (BAC, 1989) 
for health visitors. Thus to provide the type of psychological care needed by mothers 
with postnatal depression, counselling skills may have to be developed.
‘Improving Health In Wales -  A Plan for the NHS with it’s Partners’, NAW, (2001) 
emphasises that quality rather than quantity is now the focus for service provision. In 
order to convert policy into practice, health visitors may need to make explicit, the
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fact that of necessity their practice has to span the divide between health and social 
care. Technical tools such as the EPDS are therefore insufficient in terms of meeting 
holistic care needs.
The findings from participant’s reports illustrated that health visitors were particularly 
aware of the need to care and provide support for mothers. They judged caring to 
require investment in time to elicit a diagnosis, and the need for supportive health 
visiting and counselling skills in order to motivate mothers. Resources, accessibility to 
services and evaluation were also important if health visitors had to clinically show 
that they were clinically effective. In this study much mention was made of the 
deficits inherent in a task-oriented approach to care for postnatal mothers. However at 
the current time, this is what is being directed from the strategic level.
The incidence of women with postnatal depression, who come to the attention of 
health and social care workers, is vast, and appears to be on the increase. Depression 
in the postnatal period regardless of it’s severity requires expert attention because of 
its’ possible adverse effects on child development, (WO, 1999). There is a particular 
urgency therefore in promoting health for all, that health visitors should prioritise care 
for mothers who have postnatal depression. This study showed that health visitors are 
aware of the fact that detection and treatment of postnatal depression should be at the 
forefront of the health agenda.
In concluding, this study has demonstrated that health visitors feel the desire to care 
for mothers who have postnatal depression. Their individual approaches were 
delivered as a direct result of the wishes of mothers and significant others, regarding 
preferred methods of intervention. Methods of dealing with postnatal depression 
focused primarily on the use of the EPDS to detect postnatal depression, which was
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the only scale, which health visitors named in their reports, as being useful to them 
and the need for counselling as an adjunct to care. It is reasonable to suggest that the 
use of the EPDS in conjunction with a counselling approach should be explored 
further and the joint validity confirmed. It is therefore suggested that a combined use 
of the EPDS and a counselling approach should be tested possibly using a randomised 
triaL
Depression among postnatal mothers is a real life phenomenon with far reaching 
adverse consequences therefore there is a need for an ongoing research into the 
process of caring interventions, which should be directed towards self-actualisation 
for mothers and their families.
Standardising how the health visitors within this study manage postnatal depression 
was not straightforward. This could have been due to the fact that the intricacies of 
individual differences in approaches to care, confirmed each mothers’ uniqueness. 
Health visitors remain accountable for their practice within identified policies and 
protocols. Clearly, they take this responsibility quite seriously. In this study health 
visitor’s reports demonstrated variations in how they managed postnatal depression, 
but they all had the same aim, that is, to make mothers well. Based on the findings of 
the study it is tentatively suggested that to improve care, a comprehensive assessment 
model, which incorporates a model of counselling, is required. The following visual 
representation based on Carpenito’s model of nursing diagnosis is suggested as a 
model o f health visiting intervention in postnatal depression.
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A Visual Representation of a Comprehensive Assessment Model 
That Might Be Used By Health Visitors To D etect And Treat
Postnatal Depression
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RECOMMENDATIONS
This small descriptive study in the final analysis was based upon the reports of 10 
health visitor’s accounts of how they managed postnatal depression. Although the 
study did not set out to find how many mothers with postnatal depression, health 
visitors had encountered, it is reasonable to surmise from health visitor’s responses 
that numbers were substantial particularly as health visitors who participated in this 
study had an average of 14 years in health visiting practice.
From this study there are a number of recommendations that I would like to proffer 
viz:-
1. The health visiting service is an essential building block of NHS care, which 
requires committed investment, to perpetuate a, caring society. Therefore I 
recommend that managers at all levels should become more vocal in favour of 
their commitment to health visitor’s management of postnatal depression. 
Health visitors should be given increasing authority to influence care for 
postnatal mothers, in their locality, regardless of the political climate.
2. The health visiting service should become more focused on actual needs of 
postnatal mothers therefore the appointment of a clinical lead for postnatal 
care, with a view to developing services in collaboration with other agencies, 
would be an asset.
3. I believe that health visitors could benefit from having more opportunities to 
participate in developing strategies in order to bridge the practitioner 
commissioner gap. Then they might be able to make authoritative decisions in 
much the same way as other professionals and to have these decisions 
demonstrably respected at all levels o f health care.
203
4. Health visitors in this study expressed the desire to spend more time 
specifically with postnatal mothers and to enhance the care that they provide. 
This might be done through more efficient means of identifying and treating 
postnatal depression. I recommend that health visitors be given opportunity to 
undertake further research into the effectiveness of combined screening and 
counselling approaches to care. Indeed health-visiting teams might be 
organised to accommodate health visitor specialists for postnatal depression.
5. I recommend that health visitors training in postnatal depression should be 
increased and that standards of clinical updating, professional development 
and research into postnatal depression are promoted.
6. A lack of understanding of professional and skill roles in identifying and 
managing postnatal depression may be remedied by inter-disciplinary training 
in the management of postnatal depression. Health visitors and other 
appropriately trained professionals would therefore be better equipped to deal 
with postnatal depression.
7. The study shows that the use of counselling skills was valued by participants 
who demonstrated a need for deeper understanding of the application of these 
skills. I believe that counselling skills training could be an ongoing part of 
health visitor’s experience, with input from the departments of counselling 
psychology. Certainly abiding by the BAC’s Code of Ethics and Practice For 
Counselling Skills and affiliation with the association, could enhance the skills 
of health visitors. This could be accommodated through strategic direction.
8. Because of the specialist nature of counselling and counselling skills. I believe 
that counselling supervision should be developed to enable health visitors to 
capture the essence of the psychotherapeutic process as it is articulated and
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modelled by the counselling supervisor and to recreate it in the counselling 
skills relationship. The aim of counselling supervision is to help supervisees 
become better therapeutic workers and is unlike the aim of counselling, which 
is to become a better person, (Carroll, 1996).
9. I believe that there is a need to develop harmonisation between the disciplines 
that offer services within GP surgeries. In this way a two-tiered system of care 
in which only some mothers would have access to a comprehensive postnatal 
service could be avoided.
10. Participants expressed the need to take part in forums on postnatal depression 
at national and international levels, to explore the use of the EPDS or other 
tools for detecting and managing postnatal depression. I believe that this 
would be a valuable source of developing practice to care for mothers with 
postnatal depression.
11. Participants expressed a need to measure outcomes of their work. This would 
enhance the delivery of evidence-based care therefore I believe that a tool 
should be developed for this specific purpose.
12.1 believe that there is a need to explore the availability or development of a 
more holistic tool than the EPDS to address the needs of postnatal mothers 
who may be developing postnatal depression.
This list of 12 recommendations is not exhaustive however they seem to be the most 
relevant points gleaned from the reports of the health visitors who participated in this 
study.
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CONCLUDING REMARKS
THE ROLE OF THE HEALTH VISITOR WITH REGARD TO DEPRESSION 
AND THE FUTURE NEEDS AND TRAINING REQUIREMENTS
The results of this study make useful contribution to health visiting knowledge and 
practice in respect of determining the future role of the health visitors in the 
management of postnatal depression.
The data from this study identified the possibility of the condition of postnatal 
depression being managed in a number of ways.
These are: -
1. The role of the health visitor in the management of postnatal depression could 
remain unaltered, but tools for the detection of postnatal depression, improved 
and the counselling skills possessed by health visitors, enhanced.
2. The management of postnatal depression could be undertaken by specialist 
health visitors
3. Management of postnatal depression could be referred to the specialists in the 
field of mental health such as community psychiatric nurses
4. A multidisciplinary team approach to managing postnatal depression should be 
adopted
5. The management of postnatal depression should be considered a public health 
issue
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THE CONTINUED ROLE OF THE HEALTH VISITOR IN THE 
MANAGEMENT OF POSTNATAL DEPRESSION
To maintain the status quo in respect of health visitors maintaining the responsibility 
and accountability for dealing with the problems of postnatal depression, health 
visitors identified that it would be necessary to respond to the many social 
interventions required, to address the needs of women which currently were not being 
recognised. It was apparent from the information provided by health visitors who 
were interviewed in this study, that the only recognised tool at their disposal for the 
detection of postnatal depression was inadequate to meet the needs of health visitors, 
or the women they serve, in respect of identifying actual need. As was reported by 
health visitors, this tool was more medically than socially oriented and therefore the 
areas of need that it addressed, such as feelings of dissatisfaction, were in no way 
sufficiently holistic to address the real issues emerging from the experience of 
postnatal mothers. This criticism of the EPDS tool has been substantiated by the NSC, 
which said that, the tool did not meet the criteria to allow it to become a national 
screening test, for a variety of reasons, (Adams, 2002). In addition health visitors also 
recognised that a counselling approach, was more beneficial than a detection tool in 
detecting the problems of the mothers they visited. This was a fact also recognised by 
the CPHVA, who said that although the EPDS does not meet the NSC criteria, and 
that it needs to be the subject of further practice research and validity studies, 
nevertheless, the tool is useful for health visitors because no similar alternative is 
available in the United Kingdom, (Adams, 2002). However the majority of health 
visitors appeared to lack confidence in using counselling skills for the purpose of 
supporting mothers. Health visitors did not suggest that they wished to be counsellors 
per se, it was merely that they had perceived that counselling skills assisted them in
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teasing out the real meanings attributed to the notion of depression, adopted by 
mothers. It is therefore recommended that in the course of their education and 
training, health visitors should receive a greater input of information regarding 
assessment strategies for the detection of postnatal depression, and training in 
applying counselling skills, for the interpretation of the various discourses which 
mothers may present. These assessment strategies should focus not only on medical 
interpretations of depression, but they should also relate to a wide range of 
determinants of health, covering, social, emotional and ecological factors, as well as 
mental health. Such models are currently available and are used for example in other 
locations. For example, the Postnatal Depression Screening Scale (2000) has been 
developed by Beck, and validated for use in the USA. It is advocated by the CETHV, 
that this tool might be considered for use in the United Kingdom, Adams, (2002). 
Alternatively, holistic assessment models such as that described by Luker, (1992) for 
assessing holistic health, (Luker 1992) or Neuman’s, (1989) Health Care Systems 
Model, (Polit et al, 1999), might be useful. These models determine biopsychosocial 
factors related to health, and have been tried and tested in both health visiting and 
nursing practice for a number of countries around the world.
Counselling skills can best be acquired through the integration of the BAC (1989) 
guidelines for the acquisition and use of counselling skills, into health visitor 
education. It is suggested that this should be undertaken by a well qualified, and 
skilled counsellor who has had the benefit of counselling experience in the field of 
postnatal depression.
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MANAGEMENT OF POSTNATAL DEPRESSION BY SPECIALIST HEALTH
VISITORS
Alternatively there might be a case for the appointment of a specialist health visitor 
who has been highly trained in the above-mentioned strategies and counselling skills 
and would work in an advisory capacity to generic health visitors.
In this scenario, it might be the case that the specialist health visitor, would receive 
referrals of cases detected by generic health visitors and would provide these mothers 
with more intensive forms of interventions, than mothers might receive from their 
appointed health visitors. Whereas this model might provide mothers with a more 
skilled service, it also has the potential to stigmatise some mothers who are socially 
rather than psychologically ‘stressed’ or to exclude those mothers who could benefit 
from the service, but have not been identified as sufficiently affected to need a more 
specialist input.
MANAGEMENT OF POSTNATAL DEPRESSION BY SPECIALISTS
Another option is that health visitors should refer any mothers that are identified as 
suffering from postnatal depression, to a community psychiatric service. Nurses 
working in the community psychiatric service will have had the benefit of a specialist 
training in the management of depressive illness, and may therefore be best placed to 
manage appropriate interventions. Whereas this may benefit some mothers, it may, as 
previously discussed, stigmatise others.
As was shown in the literature review, only 3% of mothers suffer from true hormonal 
postnatal depression. Other mothers appear to have a variety of symptoms which in 
the main, are linked to social factors. The medicalisation of postnatal depression 
through the referral of cases to the psychiatric services, could in some instances
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disadvantage mothers and severely damage their social esteem. The dangers of over 
medicalisation of health matters, has been well documented in medical and 
sociological literature, (Heptinstall, 2000); (Sheridan, 2000); (Thomas, 2000) and 
(Littlewood et al, 1997). Doyal, (2001) for example, notes how a functionalist 
approach to the delivery of health care can categorise, those members of society who 
do not conform to an expected sickness role, as deviants. Additionally interpretive 
views on medical sociology show how people can be labelled through contact with 
medical professions, and that such people react in one of two ways. Either they accept 
the label o f ‘illness bearer’ or alternatively they negotiate a new identity for 
themselves, (Hepinstall, 2000). The results of this study show that in the majority of 
cases of postnatal depression described by health visitors, the women appeared to be 
negotiating for themselves, interventions which would help them to manage pressures 
from institutional factors that they could not deal with themselves. For example, a 
number of health visitors described how pressures related to inadequate finance, 
housing or work, could create a so-called depressive state in mothers. There were also 
instances where unrealistic expectations of parenthood or physical pressures, for 
example, lack of sleep and tiredness, might also result in either one of two courses of 
action. Firstly negotiation of a means to receive help without being labelled as 
suffering from postnatal depression, that is, mothers did not wish to accept the label of 
postnatal depression and therefore they sought practical help or the alleviation of 
social stresses, such as financial pressures. Secondly, some health visitors noted the 
keenness of mothers to accept a diagnosis or label of depression if it was perceived 
that this would relieve them from a role which was not currently desirable. For 
example, some health visitors noted that mothers perceived that it was preferable to 
accept a diagnosis of postnatal depression, than to have to return to work and leave
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their child in the care of others. These conditions beg the question of whether a 
community psychiatric nursing service is the best kind of intervention for the problem 
of postnatal depression if this is a social construction rather than a biological 
condition. The targeting of postnataily depressed mothers and their referral to the 
psychiatric nursing service, may result in some mothers not receiving the holistic 
service they require to deal with the social pressures that they are experiencing in their 
lives.
A MULTIDISCIPLINARY TEAM APPROACH
Current developments in health care have emphasised the need for a multidisciplinary 
team approach to health care interventions, (DOH, 2001). This approach consists of 
the various disciplines within the health care services working together to provide a 
more holistic service. Such a service is usually delivered through the primary health 
care team. This approach should contribute much to the management of postnatal 
depression. Health visitors within the team might identify the occurrence of the 
condition within their client population, and in a team setting, it would be possible for 
them to call upon the expertise of colleagues to deal with this condition in a more 
specialist way without having to deprive the mothers of the support that all mothers 
are led to believe that they will receive from the health visiting services. This model 
of care would have the advantage of continuing a universalist service to all mothers, 
but at the same time it could also ensure episodic, medicalised, intervention of a 
specialist nature within a programme of continuing care. Such an approach might 
ensure that no aspect of the mothers’ need was overlooked or that services of a 
specialist nature were not available at a specific time of need. In reality however, it is 
often the case that poor notions of teamwork and collaborative care, result in the
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fragmentation of care, (Leathard, 1994 and Ovretveit et al, 1993). If this is the case, 
mothers might receive a lesser service than is currently available.
POLICY AND THE MANAGEMENT OF POSTNATAL DEPRESSION
Current policy contexts emphasise the adverse effects of social exclusion factors upon 
health. Specifically it is noted that inequalities in health status are caused by social 
factors, which have the potential to increase mortality and morbidity, and decrease 
expected life years. Such policies for example, the NHS plan - Better Health Better 
Wales (1998), emphasise the need for a New Public Health Approach. The New 
Public Health Approach has been described as a form of primary health care, which 
recognises and intervenes in institutional, environmental and ecological factors, to 
determine health status and plan appropriate interventions. In the light of the fact that 
health visitors in this study noted increasing levels of postnatal depression within their 
communities, which they presumed were caused by increasing stresses and unhealthy 
lifestyles, it is likely that a public health approach to the problem of postnatal 
depression, would be most effective. As has been seen from the study many of the 
depressive factors identified by health visitors, were factors which have been linked in 
policy documents such as, Supporting Families, (Home Office, 1999), to factors that 
require public health interventions. Such factors as poor housing, unemployment and 
lack of education, are all seen as contributing to social exclusion, and a process of 
community development for health as has been advocated, to increase the social 
inclusion of families disadvantaged by factors in their day-to-day experiences. It is 
therefore advocated that, to best deal with postnatal depression, health visitors should 
adopt a public health approach in which working collaboratively with other members 
o f their Local Health Group (LHG) {Local Health Board (LHB) in April 2003}, or
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Primary Health Group (PHG) in England, they could profile the incidence and 
prevalence of postnatal depression and determine risk factors for this condition within 
the communities they serve. In so doing, relevant programmes of intervention can be 
instituted at a local level In addition, dealing with this problem in a devolved manner, 
will be more likely to provide relevant data on links between various local social 
factors and the presence or absence of postnatal depression. Thereby it is probable 
that a better understanding of the nature and construction of postnatal depression, will 
be arrived at, more relevant interventions planned, and more appropriate policies for 
women can be identified. This approach would also clarify the role of the health 
visitor in that it would support the principles underpinning the profession. These 
being: -
1. The importance of searching for health need
2. Increasing the awareness of health related factors
3. Planning appropriate interventions to meet need
4. Influencing policy related to health care.
Representation o f  Key S u b jects  o f  This S tudy Within th e  
Directional Changes in th e  NHS
Health Visitors
Counselling
Psychology
Management
Mothers with 
Postnatal Depression
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APPENDIX 1
EDINBURGH POST-NATAL DEPRESSION SCALE
©J.I.Cox, J.MJlolden, RSagovsky (1987) Detection ofpostnatal depression, development o f the 10 
item postnatal depression scale, British Journal o f Psychiatry, 150, 782-86 
Department ofpsychiatry, University o f Edinburgh.
Health Visitor_ 
Date
Number
Baby’s age_ Date o f Birth_
As you have recently had a baby, we would like to know how you are feeling.
Please underline the answer, which comes closest to how you have felt in the past 7 days not just 
how you are feeling today.
1. I  have been able to laugh and see the funny side of things
(a) as much as I  always could
(c) definitely not so much now
2. I  have looked forward with enjoyment to things
(a) as much as I  ever did
(c) definitely less than I  used to
3. I  have blamed myself unnecessarily when things went wrong
(a) yes, most o f the time
(c) not very often
4. I  have been anxious for no good reason
(a) no, not at all
(c) yes, sometimes
5. I  have felt scared and panicky for no good reason
(a) yes, quite a lot
(c) no, not much
(b) not quite so much now 
(d) not at all
(b) rather less than 1 did
(d) no, never
(b) yes, some o f the time
(d) no, never
(b) hardly ever
(d) yes, very often
(b) yes, sometimes
(d) no, not at all
6. Things have been getting on top o f me
(a) yes, most o f the time. I  haven’t been able to cope at all
(b) yes, sometimes, I  haven *t been coping as well as usual
(c) no, most o f the time I  have coped quite well
(d) no, I  have been coping as well as ever
7. I  have been so unhappy, that I  have had difficulty sleeping 
(a) yes, most o f the time
(c) not very often
8. I  have felt sad or miserable 
(a) yes, most o f the time
(c) not very often
9. I  have been so unhappy that I  have been crying 
(a) yes, most o f the time
(c) only occasionally
10. The thought o f harming myself has occurred to me 
(a) yes, quite often
(c) hardly ever
(b) yes, sometimes 
(d) no, not at all
(b) yes, some o f the time 
(d) no, not at all
(b) yes, quite often 
(d) no, never
(b) sometimes 
(d) never
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APPENDIX 2
Interview Schedule fo r  This Study
1. What are your feelings about postnatal depression?
2. How do you identify postnatal depression in your practice? (Intuition/tools)?
3. From the number of postnatal mothers who you see what percentage would you 
estimate to have postnatal or other depression?
4. Have you changed your approach to dealing with postnatal depression since you 
first qualified and why?
5. How do you manage incidents of postnatal depression?
6. What influences health visitors in how they deal with incidences of postnatal 
depression?
7. Health visitors are required to provide evidence based care for mothers who have 
postnatal depression, what are your views about:-
a) health visitor’s training to deal with postnatal depression?
b) development in practice to deal with postnatal depression?
8. What are your sources of information about identifying and dealing with postnatal 
depression?
9. Is there other information, which you feel might be useful for you, about postnatal 
depression?
10. Have you any other ideas, which you feel might be helpful in how health visitors 
manage postnatal depression?
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11. Physical, mental, emotional needs might contribute to the development of 
postnatal depression. Which if any of these have you found to be commonly 
reported by mothers as the cause of their postnatal depression?
12. Family, friends, doctors, midwives, health visitors, psychiatrists, psychologists, 
CPNs can intervene to help mothers who have postnatal depression: From your 
recollection, who have you found to be helpful for mothers with postnatal 
depression?
13. Do you think that postnatal depression should be managed differently in primary 
care in terms of,
a) prevention
b) early detection
c) mobilising resources
d) health education
e) providing support?
14. Does policy influence the care, which health visitors give to mothers who have 
postnatal depression?
15. Do you use the E.P.D.S. routinely why/why not?
16. What are your views about use of counselling and/or counselling skills for 
postnatal depression?
17. Are any OR all o f the 10 questions in the EPDS relevant for mothers?
J.B.D. MPhil. 2002
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APPENDIX 3
Jacqe Davies -  Health Visitor
The Mount Surgery
Margam Road - Port Talbot
SA13 2BN
T el:-01639 875072
Fax: - 01639 875071
Dear Health Visitor,
Re: - Participation in a Local Study about Postnatal Depression
I am currently carrying out degree studies within The School of Health Science at the 
University of Wales Swansea, on the subject of postnatal depression.
My subject is -  Health visitor’s identification and management of postnatal depression
The study promises to be particularly interesting and is aimed at obtaining health visitors 
opinions about how they recognise and manage postnatal depression, from their own 
perspectives unlike some other studies, which focus on mother’s subjective experiences. 
Consequently your opinions would be invaluable.
The study will not identify nor make judgements about any health visitor. A standard set of 
interview questions will be used to identify common themes in health visitor’s reports. 
Interviews will be tape- recorded and last approximately 1 hour and would take place at a 
time and venue, which was convenient for each health visitor. Interviews will be transcribed, 
coded to protect health visitor’s identity and would be stored in a confidential manner. On 
completion of the study tape recordings would be disposed of by mutual agreement.
Permission to carry out the interviews has been obtained from the Head of Community 
Nursing and also the Local Research Ethics Committee.
The ethical principles of the U.K.C.C. will be upheld.
If you are willing to be interviewed, please sign and return the enclosed consent form to me, 
within the next two weeks from the date of this invitation.
I would be pleased to answer any queries, which you may have and I can be contacted at the 
above address.
I hope that you will want to share in this experience and I look forward to hearing from you. 
Yours sincerely,
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APPENDIX 4
INFORMED CONSENT
Researcher: - Jacqlaine B Davies -  Health Visitor
I agree to participate in the study about health visitor’s identification and management 
of postnatal depression.
I have read and understand the purpose and nature of the study and I am participating 
voluntarily.
I grant permission for the data to be used in the process of completing a MPhil degree 
including a dissertation and any other future publication.
I understand that a brief synopsis of each participant including myself, will be used 
and will include the following information; my length of service as a health visitor, 
area of work, age group, gender, parental status and any other information which does 
not reveal my identity without my permission.
I agree to meet for the initial interview of approximately one-hour duration, at a time 
and venue that is mutually agreed with the researcher. If necessary I will also be 
available, to clarify any points arising from the initial interview should the researcher 
find this necessary.
I reserve the right to withdraw from the study if conditions dictate, without prejudice 
to myself.
I also grant permission for tape recording and transcribing of the interview(s). The 
tape recordings will be kept or disposed of as agreed with myself on completion of the 
study.
Research Participant / Date Researcher / Date
JBD/MPhil//02
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